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I. INTRODUCTION.

The information contained in this Staff Proposal is based on a review of various resources,
including the following: (1) CY 2021 Medicare Physician Fee Schedule (“MPFS”), a RBRVS-
based reimbursement fee schedule used by Centers of Medicare & Medicaid Services (“CMS”);
(2) OPTUM 360’s 2021 publication The Essential RBRVS; (3) Office of Workers” Compensation
Programs (“OWCP”) Fee Schedule Effective October 1, 2020; (4) 2021 Anesthesia Base Units as
listed in CPT®, a schedule of base units used by CMS to compute allowable amounts for anesthesia
services; (5) 2021 Clinical Diagnostic Laboratory Fee Schedule, a fee schedule maintained by
CMS that identifies state-specific rates for pathology and laboratory services; (6) Physicians as
Assistants at Surgery: 2020 Update; and (7) the Myers and Stauffer 2020 White Paper, titled
“Pharmaceutical Reimbursement: Review of Pricing Methodologies within Workers’
Compensation.”

This document includes the methodology for setting reimbursement values of new codes
and existing codes for Anesthesia, Surgery, Radiology, Pathology/Laboratory, Medicine, Physical
Medicine and Rehabilitation, Special Services, Evaluation and Management, and Category III.

This Staff Proposal is preliminary and intended to serve as a proposal for public comment
and discussion during the public hearing process. Following the public hearing, staff of the
Industrial Commission of Arizona (the “Commission”) will provide supplemental information to
the Commission, including a summary of public comments received and staff recommendations.
The Commission, at a later duly noticed public meeting, will take formal action to adopt a
2021/2022 Physicians’ and Pharmaceutical Fee Schedule (“2021/2022 Fee Schedule”).

Note: The Commission is not permitted to include descriptors associated with five-digit
CPT" codes in its Fee Schedule.



II. PROPOSALS AND REQUEST FOR PUBLIC COMMENT REGARDING THE
2021/2022 PHYSICIANS’ AND PHARMACEUTICAL FEE SCHEDULE.

A. Adoption of Updates to Relative Value Units and Reimbursement Values.

Staff proposes adoption of the service codes, relative value units (“RVUs”), and
reimbursement values contained in Tables 1 through 10, found in the accompanying file.

The Staff Proposal is based upon continued use of a RBRVS reimbursement system, in
which reimbursement values are calculated by multiplying “resources required to perform a
service or RVUs” by a dollar value conversion factor (“CF”). The proposed 2021/2022 Fee
Schedule is based upon the following two-step methodology to compute reimbursement values for
all applicable service codes:

STEP 1: Establishing RVUs or Anesthesia Base Units (“BUs”) for each service code. This
was done using one of the five methods below:

a. Utilize applicable RVUs from the 2021 MPFS or BUs from the 2021 Anesthesia Base
Units from 2021 CPT®. The 2021 MPFS was the preliminary source for assigning and
updating RVUs for all service codes.

b. Utilize applicable RVUs from OPTUM 360’s 2021 publication The Essential RBRV'S.
This method was used to assign and update RVUs for all “gap” codes not included in
the 2021 MPEFS.

Please note, the Commission is not permitted to publish the RVUs assigned to “gap”
codes contained in the 2021 edition of The Essential RBRVS by OPTUM 360.

c. Utilize applicable RVUs from OWCP’s Fee Schedule Effective October 1, 2020. This
method was used to assign and update RVUs for codes that could not be assigned using
the first two methods.

d. Utilize applicable RVUs from the 2021 Clinical Diagnostic Laboratory Fee Schedule.
This method was used to update RVUs for most pathology and laboratory service
codes.

e. Utilize a back-filling approach to assign RVUs for any service codes that have a current
rate but could not be assigned RVUs using the above methods. This method involved
backing into overall RVUs by dividing the current reimbursement value for a service
code by the applicable current conversion factor.

STEP 2: Once RVUs were assigned to all service codes, reimbursement values were
calculated by multiplying the applicable RVU by the appropriate Arizona-specific conversion
factor. Staff proposes that the 2021/2022 Fee Schedule continue using a multiple conversion factor
model, consisting of one conversion factor for Anesthesia Services, a second for



Surgery/Radiology, and a third for all remaining service categories (including E & M, Pathology
and Laboratory, Physical Medicine, General Medicine, and Special Services).

The three proposed conversion factors for the 2021/2022 Fee Schedule are as follows:

RBRYVS Conversion Factors

Anesthesia $61.00
Surgery/Radiology $70.00
All Other Services $65.00

Note: The above-described methodology does not apply to service codes that could not be

assigned an RVU using the five methods stated earlier. Service codes of this nature are identified
as By Report (BR)!, Bundled?, Not Covered or RNE?.

o

Note: Additionally:
The proposed 2021/2022 Fee Schedule continues to use CMS’s surgical global periods.

The proposed 2021/2022 Fee Schedule continues to assign RVUs to consultation services,
recognizing the functional importance of these services. However, these consultation
service codes observe the bundling principles used by CMS to avoid excessive
reimbursement rates.

The proposed 2021/2022 Fee Schedule does not incorporate a geographic adjustment factor
(“GAF”), but instead uses the Arizona-specific conversion factor to adjust payment for the
state. CMS utilizes one GAF for the entire State of Arizona.

All CPT® codes that contain explanatory language specific to Arizona will continue to be
preceded by A. Codes, however, that are unique to Arizona and not otherwise found in
CPT® are preceded by an “AZ” identifier and numbered in the following format: AZxxx.

The proposed 2021/2022 Fee Schedule does not include a Stop Loss or Stop Gain cap for
any service code.

'BY REPORT (BR) in the value column indicates that the value of the service is to be determined “by report” because
the service is too unusual or variable to be assigned a reimbursement value based unit relativity. Additional
information about the BR designation is contained in the Fee Schedule Introduction.

2 BUNDLED in the value column indicates there are several services/supplies that are covered under Medicare and
have codes, but they are services for which Medicare bundles payment into the payment for other related services. If
a carrier receives a claim that is solely for a service or supply that must be mandatorily bundled, the claim for payment
should be denied by the carrier.

SRELATIVITY NOT ESTABLISHED (“RNE”) in the value column indicates new or infrequently performed services
for which sufficient data has not been collected to allow establishment of a relativity. RNE items are clearly definable
and not inherently variable as are BR procedures. A report may be necessary.

5



B. Designation of Medi-Span® as the Publication to Determine Average Wholesale Price,
Wholesale Acquisition Cost, and Generic Equivalent Average Price.

Staff proposes that Medi-Span® be used to determine Average Wholesale Price (‘“AWP”),
Wholesale Acquisition Cost (“WAC”), and Generic Equivalent Average Price (“GEAP”) in the
2021/2022 Fee Schedule.

C. Designation of the Most-Recent CMS Update as the Publication to Determine
National Average Drug Acquisition Cost.

Staff proposes that the most-current CMS Update found on the official website
(https://data.medicaid.gov/Drug-Pricing-and-Payment/NADA C-National-Average-Drug-
Acquisition-Cost-/a4y5-998d/data) be used to determine National Average Drug Acquisition Cost
(“NADAC?”) in the 2021/2022 Fee Schedule.

D. Adoption of Deletions, Additions, General Guidelines, and Identifiers of the CPT®.

The proposed 2021/2022 Fee Schedule is based upon staff review of deletions and
additions to CPT®. The proposed 2021/2022 Fee Schedule is intended to conform to changes that
have taken place in the 2021 edition of CPT®.

E. Change in the Format of the Arizona-Specific Codes.

Staff proposes a modification to the format of all Arizona-specific codes. Currently, the
prefix “AZ099” appears at the beginning of each Arizona-specific code. Staff proposes changing
the Arizona-specific prefix to “AZ”. This prefix would be followed by three digits that are specific
to each unique code. The resulting alphanumeric code is comprised of five characters (AZxxx),
similar to current CPT® codes.

F. General Amendments to the Fee Schedule.

Staff proposes to update all references to the American Medical Association’s Current
Procedural Terminology publication throughout the Fee Schedule. Specifically, the word
“Physician’s” before “Current Procedural Terminology” will be removed and references to the
edition will likewise be removed. The publication will be referred to as “CPT®” to avoid the need
to update the Guidelines to reference the edition of the CPT® publication in effect.

Note: Proposed amendments to the Fee Schedule as described in Paragraphs II(E) — (L) of
the Staff Proposal are reflected in Exhibit A, attached.

G. Amendments to the Introduction.

Staff proposes to amend the Introduction section of the Fee Schedule, as follows:

Section A(10)
Delete section A(10). Consultation services are defined by their respective billing codes in the Fee
Schedule. The description and accompanying essential criteria of a consultation billing code
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govern how the service may be performed and when it may be billed. Staff has encountered
questions about consultation services as a result of the apparent inconsistency between section
A(10) and section H. Staff believes that deleting paragraph A(10) eliminates the potential
confusion.

Section A(14)
Add the following new section (A(14)) to clarify that the Fee Schedule applies to the payment of
telehealth services:

Reimbursement values for telehealth services are governed by the Fee Schedule.
Performance of telehealth services are governed by Arizona Revised Statutes, Title
36, Chapter 36.

Section B(13)
Add the following new section (B(13)) to provide guidance on reimbursing ambulance service
providers.

The Fee Schedule does not apply to ambulance service providers. Service fees for
ambulance transportation are set and mandated by the Arizona Department of
Health Services through its Arizona Ground Ambulance Service Rate Schedule and
Arizona Air Ambulance Service Rate Schedule. A.R.S. § 36-2239(D) states “an
ambulance service shall not charge, demand or collect any remuneration for any
service greater or less than or different from the rate or charge determined and fixed
by the [Department of Health Services] as the rate or charge for that service.”
Service fees published in the Arizona Ground Ambulance Service Rate Schedule
and Arizona Air Ambulance Service Rate Schedule are applicable in the workers’
compensation setting.

Section H
Change “difficult problems” to “complex cases” to clarify intent.

Section I(4)

Update the language to further clarify that a manufacturer’s invoice for materials and supplies must
be dated within one year of the billed date to provide adequate documentation to justify
reimbursement. The manufacturer’s invoice must accompany a request for payment.

Update the language to indicate that medications administered in a clinical setting should be billed
using CPT® code 99070 and reimbursed according to the Pharmaceutical Fee Schedule Guidelines.
The administration of medications by a healthcare provider are billed using separate unique CPT®
codes.

Section J
Add “NADAC,” “WAC,” and “GEAP” to the list of acronymes.
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H. Amendments to the Pharmaceutical Fee Schedule Guidelines.

Based in part on research and recommendations presented in the Myers and Stauffer 2020
White Paper, titled “Pharmaceutical Reimbursement: Review of Pricing Methodologies within
Workers’ Compensation,” published on the MRO webpage, staff proposes to amend the
Pharmaceutical Fee Schedule Guidelines, as follows:

Section IT

Add definitions for “National Average Drug Acquisition Cost” or “NADAC,” “Wholesale
Acquisition Cost” or “WAC,” “Generic Equivalent Average Price” or “GEAP,” and
“Therapeutically-Similar” medication.” In addition, update the definitions of ‘“Pharmacy
Accessible to the General Public” and “Pharmacy Not Accessible to the General Public” to be
consistent with recent legislative changes to A.R.S. § 23-908.

Section ITI(E)

Amend subsection III(E) to reflect the updated proposed reimbursement methodology (see Section
III(F), below) and to incorporate the proposals described in Paragraphs II(B) & (C) of the Staff
Proposal (adopting nationally-recognized pharmaceutical publications).

Section III(F)
Amend the reimbursement methodology for prescription medications, as follows:

The reimbursement value for a prescription medication shall be determined by
reference to the original manufacturer’s NDC and shall be calculated on a per unit basis
as follows:

1. Generic drugs:

a. If the medication is listed in NADAC: (125% of NADAC per unit) x
(number of units dispensed).

b. If the medication manufactured by one company is not listed in NADAC
and the same medication manufactured by one or more different companies
is listed in NADAC: (125% of the lowest NADAC of the same medication
per unit) X (number of units dispensed).

c. If the medication is not listed in NADAC and the same medication is not
manufactured by one or more companies that is listed in NADAC, the lesser
of the following:

1. (80% of WAC per unit) x (number of units dispensed).
ii. (60% of AWP per unit) x (number of units dispensed).

iii.  (60% of the GEAP per unit) x (number of units dispensed).
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2. Brand name drugs:

a. If the medication is listed in NADAC: (102% of NADAC per unit) x
(number of units dispensed).

b. If the medication is not listed in NADAC, the lesser of the following:
i. (100% of WAC per unit) x (number of units dispensed).
il. (85% of AWP per unit) x (number of units dispensed).

Section III(H)
Add new paragraph III(H) to establish the reimbursement value for OTC medications that are
“commercially available,” as follows:

The reimbursement value for OTC medications shall be calculated on a per unit
basis, as of the date of dispensing, based on the retail price (per unit) of the OTC
medication in settings where the medication is commercially available.

Section III(I)
Add new paragraph III(I) to establish the reimbursement value for OTC medications that are not
“commercially available,” as follows:

Subject to Section I11(J), the reimbursement value for OTC medications that are not
commercially available in pharmacies accessible to the general public shall be
calculated on a per unit basis, as of the date of dispensing, based on the retail price
(per unit) of the most therapeutically-similar OTC medication commercially
available in pharmacies accessible to the general public.

Section I1I(J)
Add new paragraph III(J) to establish the maximum reimbursement value for OTC topical
creams/lotions and topical patches that are not “commercially available,” as follows:

The reimbursement value for OTC medications that are not commercially available
may not exceed:

1. Thirty dollars ($30.00) for a thirty-day supply (or a pro-rated amount if
the supply is greater or less than thirty days) for a topical cream or
lotion.

2. Seventy-five dollars ($75.00) for a thirty-day supply (or a pro-rated
amount if the supply is greater or less than thirty days) for topical
patches.



Section VIII

Amend Section VIII to update provisions pertaining to dispensing fees, including the provision for
an $11.00 dispensing fee for generic non-compound prescription medications reimbursed based
on NADAC pricing, as follows:

A. Generic Non-Compound Drugs

1. Ifa generic non-compound prescription medication is dispensed by a pharmacy
accessible to the general public pursuant to a prescription order, a dispensing
fee of up to eleven dollars ($11.00) per prescription medication or repackaged
medication may be charged if the reimbursement value is determined pursuant
to Section III(F)(1)(a) or (b) (using NADAC). If a generic non-compound
prescription medication is dispensed by a pharmacy accessible to the general
public pursuant to a prescription order, a dispensing fee of up to seven dollars
($7.00) per prescription medication or repackaged medication may be charged
if the reimbursement value is determined pursuant to Section III(F)(1)(c) (using
WAC, AWP, or GEAP). Dispensing fees do not apply to OTC medications that
are not prescribed by a medical practitioner.

2. If a generic non-compound prescription medication is dispensed by a medical
practitioner or in a pharmacy not accessible to the general public pursuant to
Section VII(A), (B), or (C), a dispensing fee of up to eleven dollars ($11.00)
per prescription medication or repackaged medication may be charged if the
reimbursement value is determined pursuant to Section III(F)(1)(a) or (b) (using
NADAUC). If a generic non-compound prescription medication is dispensed by
a medical practitioner or in a pharmacy not accessible to the general public
pursuant to Section VII(A), (B), or (C), a dispensing fee of up to seven dollars
($7.00) per prescription medication or repackaged medication may be charged
if the reimbursement value is determined pursuant to Section III(F)(1)(c) (using
WAC, AWP, or GEAP). If an OTC medication is dispensed by a medical
practitioner or by a pharmacy not accessible to the general public, a dispensing
fee is not permitted.

B. Brand Name or Compound Drugs

1. If a brand name or compound prescription medication is dispensed by a
pharmacy accessible to the general public pursuant to a prescription order, a
dispensing fee of up to seven dollars ($7.00) per prescription medication may
be charged. Dispensing fees do not apply to OTC medications that are not
prescribed by a medical practitioner.

2. Ifabrand name or compound prescription medication is dispensed by a medical
practitioner or in a pharmacy not accessible to the general public pursuant to
Section VII(A), (B), or (C), a dispensing fee of up to seven dollars ($7.00) per
prescription medication may be charged. If an OTC medication is dispensed by
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a medical practitioner or by a pharmacy not accessible to the general public, a
dispensing fee is not permitted.

C. If a prescription or OTC medication is administered by a medical practitioner, a
dispensing fee is not permitted.

I. Amendments to the Surgery Guidelines.

Staff proposes to add the following language in the Surgery Guidelines to clarify how to
determine the global period when multiple procedures are performed during the same operative
session:

When performing multiple procedures with different global period values during
the same operative session, the global period value for the session is the largest

global period value.

J. Amendments to the Radiology Guidelines.

Staff proposes to add references to “ambulatory surgery centers” in the Radiology
Guidelines to clarify that the services performed in an ambulatory surgery center are managed
similarly to services performed in a hospital.

K. Amendments to the Physical Medicine and Rehabilitation Guidelines.

Staff proposes to amend the Physical Medicine and Rehabilitation Guidelines section of
the Fee Schedule, as follows:

Section A

Amend section A to clarify proper billing practices for initial evaluations and re-evaluations for
both physical therapy and occupational therapy. Healthcare providers treating injured workers
should utilize CPT® criteria to select the appropriate evaluation and re-evaluation codes in
accordance with the Fee Schedule.

Sections B and C

The current Fee Schedule states that more than “five additional modalities or therapeutic
procedures must have prior approval of the payer.” In 2020, the Commission adopted CMS
standards for billing time-based services. Additionally, the Physical Medicine Guidelines indicate
in Section C that “[a]pproval must be obtained by the payer prior to performing therapeutic
procedures in excess of 60 minutes.”

Based on stakeholder feedback, staff proposes amending sections B and C to distinguish
“modalities” from “therapeutic procedures” and to outline the quantity of each that may be
performed in a single day without prior approval. As proposed, up to three modalities and four
units (or 67 minutes) of therapeutic procedures may be performed in a single day without prior
authorization. Furthermore, the time spent in performing modalities will not count towards the
total time for performing therapeutic procedures.
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Section G
Add guidance pertaining to documentation expectations for billing Physical Medicine and
Rehabilitation services.

Sections A through G
Add clarifying language and examples consistent with the Medicare Claims Processing Manual,
Chapter 5, Section 20.2.

L. Amendments to the Evaluation and Management Guidelines.

Finally, staff proposes to add the following language in the Evaluation and Management
Guidelines to clarify that documentation and review of records is inclusive to the performance of
an evaluation and management service and to clarify the manner in which a physician may bill for
time that is not already accounted for in an evaluation and management service:

Documentation and review of records is inclusive to the performance of the
appropriate E/M service. A healthcare provider shall only be reimbursed for time
that is not accounted for in the E/M service code by billing codes 99354, 99355,
99356, 99357, 99358, or 99359. Proper documentation must justify the use of these
codes and accompany the invoice.

Staff also proposes to update the Evaluation and Management Guidelines to conform to
current CPT® guidelines related to evaluation and management services.
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INTRODUCTION

Since 1925, when the Arizona Legislature passed the state’s first Workers” Compensation Act
(“Act”), the Industrial Commission of Arizona (“Commission”) has administered the workers’
compensation laws of that Act. The Act includes the authority of the Commission to set a
schedule of fees to be charged by healthcare providers attending injured employees (also
referred to in this document as “injured worker” or “claimant.” A.R.S. § 23-908(B). In 2004,
the Act was amended to include the setting of fees for prescription medicines required to treat
an injured employee. A.R.S. § 23-908(C). This fee schedule is referred to as the Arizona
Physicians’ and Pharmaceutical Fee Schedule (Fee Schedule).

Any reference to “healthcare providers” in the Fee Schedule is intended teyinclude all licensed
professionals whose scope of practice allows them to legally provide s
workers. Any reference to “physician” in relation to workers’ cmnsation c
following: doctors of medicine, doctors of osteopathy, doctors of podiatric me
of chiropractic, doctors of naturopathic medicine, certified registered nursesanesthesiologists,
physician assistants and nurse practitioners. Healthea ating employees under
industrial coverage are entitled by law to charge according to the schedule of fees adopted by
the Commission. Accurate calculation of fees based H he monthly filing of
reports and bills for payment, and the use of fofmsiprescribed are essential to timely and correct
payment for a provider’s services and can bg vital in the:award of benefits to the injured worker
and their dependents.

This Fee Schedule has been ydated i rate by reference the 2021 Edition of the
American Medical Association’s g L vent Procedural Terminology, Feurth
Editien—(CPT®-4) publication, including the general guidelines, identifiers, modifiers, and
terminology changes assaciateﬁ with t opted codes. In this Fee Schedule CPT®-4 codes
that contain explanatory language specihf&izona are preceded by A. Codes, however, that
are unique to Arizona a %fo d in CPT®4 are preceded by an AZ identifier and

numbered in thesfellow Oxxx-xxx. To the extent that a conflict may exist

between an ,gopte 1 -4 and a code, guideline, identifier or modifier unique

to Arizona;themthe Arizona code, guideline, identifier or modifier shall control.

). The ' Commission has also adopted by reference: 1) The unit values and guidance for
consultative, stic and therapeutic services published in the most recent edition

of W Relative # Value  Guide, = American  Society of  Anesthesiologists
httpv.asahq.org; 2) The 1995 and 1997 Documentation Guidelines for

Evalu and Management Services, Centers for Medicare and Medicaid Services
(CMS) “https://www.cms.gov; 3) The 2021 Clinical Diagnostic Laboratory Fee
Schedule, Centers for Medicare and Medicaid Services (CMS) Clinical Laboratory fee
Schedule https://www.cms.gov; 4) The National Correct Coding Initiative Edits, CMS;
https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/index.html; 5)
2021 Optum—360 The Essential RBRVS https://www.optum360.com/; and 6)
Physicians as Assistants at Surgery: 2020 Update https://www.facs.org/. The RBRVS
based fee schedule adopts surgical global periods published by CMS.

The codes listed herein are CPT only copyright 2020 American Medical Association.
All rights reserved.



Except as otherwise noted, unit values assigned to the service codes listed in this document are
the product of the Industrial Commission of Arizona and are not associated in any way with
the American Medical Association or any other entity or organization.

A. GENERAL GUIDANCE

Reimbursements and billing associated with Pharmaceuticals are found in the
Pharmaceutical Fee Schedule Section of this document.

This Fee Schedule establishes the fees that can be charged by healthcare providers for
services performed for injured workers under the Arizona’s workers’ compensation

law.

If a healthcare provider or insurance carrier is referrlng injured wo to adnedical
specialist for evaluation and/or treatment, the medical spe01a11st S dlag ecomes
the foundational diagnosis for billing purposes

Routine progress and routine final reports file by the attendi healthcare provider do
not ordinarily command a fee.

Payment will be made for only on¢ profess10na1 vi y one day except when the
submitted report clearly demonstrates the need ‘r;o’th dltlonal visit and fee.

Fees for hospital, office,
added to coded surgical procedure erfo

Routine office treatment princh injection of drugs, other than antibiotics,

ubsequent to the initial visit, are not to be
in the same day.

requires authorization by the carrie elf-insured employer for each series of 10 after

the first series of 10.

Exceptin e enci rrier must be given notice regarding a consultation and the
tant t provide his/her report to the carrier and the attending healthcare
er w1th1n a reasonable period of time to facilitate processing of the claim.

missi quests that carriers notify attending healthcare providers at the same
tlme the claimant is notified that their claim is closed with or without supportive care.

If aws approved for reopening, the carrier should also notify the attending

health: rovider of that approval.

10.

1.

Missed individual appointments for consultants, without prior notification, will be
compensated at 50% of consultation fee.

No fees may be charged for services not personally rendered by the healthcare provider,
unless otherwise specified.
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12.

13.

14.

The Commission will investigate an injured workers’ complaint of bad faith/unfair
claims processing practices, and if appropriate, impose penalties under A.R.S. § 23-
930, in those circumstances where a “peer to peer” review was not conducted by a
healthcare provider with appropriate skill, training, and knowledge or where the
individual performing the “peer to peer” review was not licensed. The Commission will
also investigate an injured workers’ complaint of bad faith/unfair claims processing
practice, and if appropriate, impose penalties under A.R.S. § 23-930, for a denial of
treatment based on the failure of the treating doctor to participate in a “peer to peer”
review, when the treating doctor has not been given reasonable time or opportunity to
participate in the “peer to peer” review.

As authorized under A.A.C. R20-5-128, the fee for the reprodtction of medical records
for workers’ compensation purposes shall be 25¢ per page and $1
person for reasonable clerical costs associated with mtmg and
documents.

Reimbursement values for telehealth servicg® e govert by the%ee Schedule.

Performance of telehealth services are goverfied by Arizona Revised Statutes, Title 36,

Chapter 36.
P

B. PAYMENT AND REVIEW OF BILLINGS v

1.

Under Arizona workers’ compe an insurance carrier, self-insured employer
or their representative is not responsible yment of a billing for medical, surgical,
and hospital benefi t the'imsurance carrier, employer or representative received
more than 24 months from'the that the medical service was rendered, or from the

provider kne%uld have known that the service was rendered,
ater. A sub’qu t billing or corrective billing does not restart the

AR.S. §23-1062.01.

limitation; 0
It 1Alcuh‘upon the 1nsurance carrier, self-insured employer and third party
ssing sérviceitosinform all parties, including the Commission, regarding changes
sses for bill processing locations.

Undeér Arizonaavorkers’ compensation law, a healthcare provider is entitled to timely
payment for services rendered. An insurance carrier, self-insured employer or claims
proce& representative shall make a determination whether to deny or pay a medical
bill on an accepted claim, in whole or in part, including the decision as to the amount
to pay, within thirty days from the date the claim is accepted, if the billing is received
before the date of acceptance, or within thirty days from the date of the receipt of the
billing if the billing is received after the date of acceptance. All billing denials shall be
based on reasonable justification. The insurance carrier, self-insured employer, or
claims processing representative shall pay the approved portion of the billing within
thirty days after the determination for payment is made. If the billing is not paid within
the applicable time period, the insurance carrier, self-insured employer, or claims
processing representative shall pay interest to the health provider on the billing at a rate
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A

that is equal to the legal rate. Interest shall be calculated beginning on the date that the
payment to the healthcare provider is due. See A.R.S. § 23-1062.01.

To ensure timely payment of a medical billing, a billing must contain the information
required under A.R.S. § 23-1062.01. A billing must contain at least the following
information: Correct demographic patient information including claim number, if
known; Correct provider information, including name, address, telephone number, and
federal taxpayer identification number; Appropriate medical coding with dollar
amounts and units clearly stated with all descriptions and dates of services clearly
printed; and Legible medical reports required for each date of service if the billing is
for direct treatment of the injured worker.

Payment of a workers’ compensation medical billing is governed by A.R.Si§ 23-
1062.01, which includes: \

a. Timeframes for processing and payment of medical bills;

y
b. Criteria for billing denials;

c. A provision that the injured worker'isinet responsible‘for payment of any portion
of a medical bill on an accepted €laim or paymengw portion of a medical billing
that is being disputed;

d. A provision that the nsura or sel nsured employer may establish an
internal system for solvmg p men utes;

edical provider insurance carriers and self-insured employers
ntatives th) specify payment periods or contractual remedies for

e. A provision that A. R Su.§ 2$’01 does not apply to written contracts entered

provision that the Industrial Commission does not have jurisdiction over contract

isputesbetween the parties.
“Rea able cation” to deny a bill does not include that the payment/billing

policies of another prlvate or public entities (publications) do not allow it unless the
pubvhas been adopted by reference in the Fee Schedule.

Excluding bundling and unbundling issues, it is not the Commission’s intent to restrict
an insurance carrier’s, self-insured employers or third party processing service’s ability
to address issues not addressed by the Fee Schedule. This includes evaluating unlisted
procedures, establishment of values for unlisted procedures, establishment of values
for codes that are listed as “BR” or “RNE”, new CPT® codes that have not been adopted
by the Industrial Commission, or issues outside the jurisdiction of the Fee Schedule,
such as hospital billings.

Healthcare providers shall provide legible medical documentation and reports that are
sufficient for insurance carriers/self-insured employers to determine if treatment is

4
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10.

1.

being directed towards injuries sustained in an industrial accident or incident. The
healthcare provider shall ensure that their patients’ medical files include the
information required by A.R.S. § 32-1401.2. The healthcare provider is not required to
provide copies of documents or reports that they did not author and that are not in their
possession (i.e., Employers’ First Report of Injury).

Treating physicians shall submit a narrative that justifies the billing of a level 4 or 5 E
&MLE/M service.

The Commission has adopted by reference the 1995 and 1997 Documentation
Guidelines for Evaluation and Management Services. Medical billings shall be
prepared and reviewed consistent with how these guidelines‘are used and interpreted
by CMS. Additionally, payers are required to disclose the guideli
Explanation of Reviews (or other similar document). ‘

A payer’s Explanation of Review (or other similar docu
information to allow the healthcare provider ‘ENetermi

payment is correct and whom to contact regarding any questio
Information in the Explanation of Review (or

hether the amount of
related to the payment.
ent) shall include the

following:

a. The name of the injured worke

b. The name of the payer an of the ’Hd party administrator (“TPA”), if
applicable;

c. Ifapplicable, ﬁe nage, tele e number, and address of all entities that reviewed
the medical billing on behalf o ayer;

d. ame, tele’hone number and address of the party that has a written

ealthcare provider that allows the contracting party or other

If appl e,
tract ed
rd party to access and pay rates that are different from those provided under this

e Schedule;
e. T amowed by the healthcare provider;

mount of any reduction due to a written contract with the healthcare provider;
an

g. The amount of payment.

Nothing in this Fee Schedule precludes a healthcare provider from entering into a
separate contract that governs fees. In this instance, reimbursement shall be made
according to the applicable contracted charge. In the absence of a separate contract that
governs a healthcare provider’s fees, reimbursement shall be made according to this
Fee Schedule. A payer shall demonstrate that it is entitled to pay the contracted rate in
the event of a dispute by providing a valid copy of the governing contract to the
healthcare provider. If a payer fails to provide evidence that it is entitled to pay a

5
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contracted rate, then the payer shall be required to make payment as provided in this
Fee Schedule.

12. Billing for Pharmaceuticals is found in the Pharmaceutical Fee Schedule Section of this
document.

13. The Fee Schedule does not apply to ambulance service providers. Service fees for
ambulance transportation are set and mandated by the Arizona Department of Health
Services through its Arizona Ground Ambulance Service Rate Schedule and Arizona
Air Ambulance Service Rate Schedule. A.R.S. § 36-2239(D) states “an ambulance
service shall not charge, demand or collect any remuneration f@mv service greater or
less than or different from the rate or charge determined and”11X@h by the department
as the rate or charge for that service.” Service fees published in t 1
Ambulance Service Rate Schedule and Arizona Air Alw Servi
are applicable in the workers’ compensation setting.

y

C. REIMBURSEMENT OF MID-LEVEL PROVIDERS

1. Certified Registered Nurse AnestheWA s”) are r ursed at 85% of the fee

schedule.

2. Physician Assistants and Nu actitioners are reimbursed at 85% of the fee schedule
except if services are provided id ”” a physician’s professional services. In that
instance, reimbursement 1 uired to b % of the fee schedule. The following
criteria are identWab 1shing the “incident to” exception:

Assistantyand se Practitioner must work under the direct

n appropriately licensed physician,

a. The Physici
supervision

b. The Physician iti see that patient and establish a plan of care for that
nt (“treatment plan”™),

A c. seq service provided by the Physician Assistant and Nurse Practitioner
\m tbe a f the documented treatment plan, and

d. Physician must always be involved in the patient’s treatment plan and see the

pa often enough to demonstrate that the Physician is actively participating in

and‘managing the patient’s care.

3. For purposes of the Fee Schedule, the Commission recognizes that direct supervision
of a Physician Assistant or Nurse Practitioner by a Physician can be accomplished
through the use modern technology and telecommunications (telemedicine) and may
not require the on-site presence of the Physician when the Physician Assistant or Nurse
Practitioner sees the patient. In all instances, however, and regardless of the extent to
which telemedicine is used, the Physician must actively participate in and manage the
patient’s care if services provided by a Physician Assistant or Nurse Practitioner are
billed at 100% of the fee schedule under the “incident to” exception.
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4. 1t is the responsibility of the Physician to document if the services provided by a
Physician Assistant and Nurse Practitioner are “incident to” the Physician’s
professional service. If either the incident to criteria is not met, or the documentation
submitted fails to support the “incident to” criteria, the reimbursement should be made
at 85% of the fee schedule.

D. DIRECTED CARE AND USE OF NETWORKS

The Arizona Workers’ Compensation Act only permits private self-insured employers to
direct medical care. A.R.S. § 23-1070(A); See also Southwest Gas Corp. v. Industrial
Commission of Arizona, 200 Ariz. 292, 25 P.3d 1164 (2001). This limitation on the scope
of directed care means that employees of private self-insured employe ve an
unrestricted right to choose their own medical prov1ders ile emplo
employers do (including public self-insured employers).! Notw1thstand1ng a
right to choose, many workers’ compensation insurance ca
self-insured employers (“employers”) have taken@dvantage o tworks” to reduce their

contracting with a third party to access private he

D
Actions or conduct that impair or limit the right'of an-employee to choose their medical
provider may rise to the level of bad faith and/or unfair ¢ s processing practices under
A.R.S. § 23-930. The Commissi il estigate a'complaint of bad faith/unfair claims
processing practices, and if appropr 1 e penalties under A.R.S. § 23-930, in those
circumstances where a carrier, employer, or has engaged in conduct that results in
directing a claimant to a_“networkprovider. The following are examples of conduct that
the Commission would consider ap riate for investigation under A.R.S. § 23-930.

e A claimant is told that thej-nus see a healthcare provider that is “in the network;
o c1a1 re from a “non-network™ healthcare provider is not

authorlze

A etwork” healthcare provider is told that referrals are required to be made to
her “n rk’ healthcare provider;

etwork™ healthcare provider is told that they may not recommend a “non-
net ” healthcare provider to a patient;

e A “non-network” healthcare provider is told that care will only be authorized if
provided by a “network” provider; and

It should be noted that the law governing directed care is not limited to “medical doctors,” but instead applies
to medical, surgical, and hospital benefits. See A.R.S. § 23-1070. The phrase, “medical, surgical, and hospital
benefits” is defined in A.R.S. § 23-1062(A), which states: “Promptly, upon notice to the employer, every
injured employee shall receive medical, surgical and hospital benefits or other treatment, nursing, medicine,
surgical supplies, crutches and other apparatus, including artificial members, reasonable required at the time
of the injury, and during the period of disability. Such benefits shall be termed ‘medical, surgical and hospital
benefits.””

7
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e A “non-network” healthcare provider is told that reimbursement will be made
according to “network” discounts.

. TREATMENT OF INDUSTRIAL INJURIES AND DISEASES

Only physicians and surgeons licensed in the State of Arizona are permitted to treat injured
or disabled employees under the jurisdiction of the Commission, unless others are
specifically authorized.

An employee who sustains an injury arising out of, or in the coufse of, employment is
entitled, under Arizona law, to select a healthcare provider of his/het,own choice unless
that employee is employed by a private self-insured employer as described in A.R.S. § 23-
1070. Employers described in A.R.S. § 23-1070, excluding the S
Subdivisions thereof, are allowed to direct medical care.

The attending healthcare provider’s promptnesS and professional exactness in the
completion and filing of workers’ compensation forms are exttemely important to the
employee being treated. The injured or disabled Hlm medical benefits and
compensation can rest on the conscientiou§pattention of ealthcare provider in
processing the required reports. Rules addressing the ¢ letion of these forms are found

in the Title 20, Chapter 5, Article 1 of the Arizona ‘Administrative Code, which can be
obtained at: http://apps.azsos.go rvices/Title 20/20-05.pdf

The Commission, the empgyer and the ins € carrier may, at any time, designate a
healthcare provider or care providers to examine an employee. Additionally, upon
application of the employer, emplo or insurance carrier, the Commission may order a
change of healthcare provider ot We of conditions of treatment when there are
reasonable grounds belief tha’e employee’s health or progress can thus be improved.

A claimant me%)t ch octors without the written authorization of the insurance
carrier,’the Commission or the attending physician. A claimant may not transfer from one

hospi o another without the written authorization of the insurance carrier or the
ommission. If'the patient’s employment requires leaving the locale in which he/she is
receiving treatme e attending physician should arrange for continued treatment and

notifyithe carrier ofSuch arrangement. It is the responsibility of the physician or the hospital
to whic atient has transferred to ascertain whether such a change has been authorized.

Treatment 0f conditions unrelated to the injuries sustained in the industrial accident may
be denied as unauthorized if the treatment seems directed principally toward the non-
industrial condition or if the treatment does not seem necessary for the patient’s physical
rehabilitation from the industrial injury.

If the patient refuses to submit to medical examination or to cooperate with the healthcare
provider’s treatments, the carrier or self-insured employer should be notified.

If an employee is capable of some form of gainful employment, it is proper for the
healthcare provider to release the employee to light work and make a specific report to the

8
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carrier or self-insured employer as to the date of such release. It can be to the employee’s
economic advantage to be released to light work, since he/she can receive compensation
based on 66 2/3% of the difference between one’s earnings and one’s established wage. On
the other hand, it would not be to the employee’s economic advantage to be released to
light work if, in fact, the employee is not capable of performing such work. The healthcare
provider’s judgment in such matters is extremely important.

9. If the employee no longer requires active medical care for the industrial injury and is
discharged from treatment, the healthcare provider is required to provide a signed report
with the date of discharge to the carrier or self-insured employer, even if, as a private
patient, the employee may require further medical care for conditions unrelated to the
industrial accident. This final report and discharge date are necesSary for closing the claim
file.

10. When a healthcare provider discharges a claimant from treatment; the healt provider
shall determine whether the employee has suffered any 1 ent_of “function, or
disfigurement about the head or face, including 1an‘fN) or loss.of teeth; and include this
information in the final signed report provided t the carrier or self-insured employer. The
Rules of Procedure Before the Industrial Commis‘na ire that any rating of
the percentage of functional impairmentshéuldibe made in accordance with the standards
of evaluation published in the most recent editioniof the American Medical Association
Guides to the Evaluation of Permanent Impairment.

curs, workers’ compensation insurance

11. Once an exposure to blood-betne p
carrier/self-insured employér 1S tesponsible ment of the accepted treatment protocol

which includes the HB ccinatieh (Hepatitis B Immune Globulin), and, if necessary,

the three (3) Hepatiti Vaccinatio“y
When a work-related incident'occurs that may have exposed an employee to Hepatitis,

the insuranee ca elf-lnsgd employer is responsible for paying for the testing
and/ treatSt of s B'or C. As to treatment of HIV, if a bona fide claim exists
§ 23-1043.02, then the insurance carrier/self-insured employer is

sible,for paymg for the treatment.
12! It 1S th§ploy onsibility, in accordance with existing OSHA standards, to pay for

HIV testing. The insurance carrier may seek reimbursement from the employer for the costs
assoc1a$g providing the series of three (3) Hepatitis B vaccinations if the employer

failed to provide them in violation of federal and state laws.
F. REOPENING OF CLAIMS
1. Whether or not the employee has suffered a permanent disability, on a claim that has
been previously accepted, the claim may be reopened on the basis of a new, additional

or previously undiscovered disability or condition, but:

a. The claimant should use the form of petition prescribed by the Commission;
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b. The petition must be personally signed by the worker or his authorized
representative and must be filed at any office of the Industrial Commission of
Arizona;

c. The petition, in order to be considered, must be accompanied by the healthcare
provider’s medical report.

2. If the claim is reopened, the payment for such reasonable and necessary medical,
hospital and laboratory work expenses shall be paid by the insurance carrier if such
expenses are incurred within 15 days of the filing of the petition to reopen.

3. No monetary compensation is payable for any period prior td the'date of filing of the
petition to reopen. Surgical benefits are not payable for any period ‘ptior to thedate of
filing of a petition to reopen, except that surgical benefits,are payable i

precludes the employee from filing a petition to reopen ‘prior.toithe surgery. Other
information relative to reopening rights may be*ﬂth at A.RS. § 23-1061(H).

4. 1If a claim is approved for reopening, the car‘fy attending healthcare
provider of that approval. p..

G. NO-INSURANCE CLAIMS g

“No-Insurance” claims are woftkers tion claims involving injuries to employees
of employers who do not have'workers’ co ation insurance coverage as required by
Arizona law. In such c 11 claims and reports are to be addressed to the No-Insurance
Section of the Special Fun of The strlal Commission of Arizona.

H. CONSULTATIO )
Worke atio present additional medical and legal problems that

Justlfy nsultatl sooner and more frequently than for the average private patient. In

cOmplex cases and in cases requiring an estimate of general or
sche d disability, consultation with specialists in the appropriate field may be
requeste y any sted party. The Industrial Commission continues to recognize the
necessity for consultations in workers’ compensation and establishes relative value units

and rate?nsultatlon codes.

I. DEFINITIONS OF SELECT UNIT VALUES

1. BY REPORT “BR” ITEMS: “BR” in the value column indicates that the value of this
service is to be determined “by report”, because the service is too unusual or variable
to be assigned a unit relativity. Pertinent information concerning the nature, intent and

need for the procedure or service, the time, the skill and equipment necessary, etc., is
to be furnished. A detailed clinical record is not necessary.

2. RELATIVITY NOT ESTABLISHED “RNE” ITEMS: “RNE” in the value column
indicates new or infrequently performed services for which sufficient data has not been
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collected to allow establishment of a relativity. “RNE” items are clearly definable and
not inherently variable as are BR procedures. A report may be necessary.

3. SERVICE “SV” ITEMS: “SV” in the value column indicates the value is to be
calculated as the sum of the various services rendered (e.g., office, home, nursing home
or hospital visits, consultation or detention, etc.), according to the ground rules
covering those services. Identify by using the code number of the “SV” item. The Value
is established by identifying each individual service, listing the code number and its
value.

4. MATERIALS AND SUPPLIES: A healthcare provider is not entitled to be reimbursed
for supplies and materials normally necessary to perform the service. A healthcare

le are listed below.

Examples of those items that are and am

Documentation showing actual costs (i.e., voice—dated—within—ene
yvear-of-the-billed-date) associated with providi aterials plus fifteen
percent (15%) to cover overhead co

only when the documentation is dat€d within'Gie ve billed date. This provision

involving drugs or supplies. Drugs that are
o patients in a clinical setting is-are covered
under code 99070 and ref ' the Pharmaceutical Fee Schedule
Guidelines. Prescriptio i tients as a part of the overall treatment
regimen but outsw clinieal setting are not included under this code.

lies that are uwt separately reimbursable include:

d hot or cold packs
injections or debridement trays

Examples of su

ye
teristrips

Needles
A rlnges
ear trays

rapes

Sterile gloves

Applied eye wash or eye drops
Creams (massage)
Fluorescein

Ultrasound pads and gel
Tissues

Urine collection kits
Gauze

Cotton balls/fluff
Sterile water

2 CPT only copyright 2020 American Medical Association. All rights reserved.
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Band-Aids and dressings for simple wound occlusion

Head sheets

Aspiration trays

Sterile trays for laceration repair and more complex surgeries
Tape for dressings

Examples of material and supplies that are generally reimbursable include:

Cast and strapping materials

Applied dressings beyond simple wound occlusion

Taping supplies for sprains

Iontophoresis electrodes

Reusable patient specific electrodes

Dispensed items, including: \
Canes

Braces
Slings . y
Ace wraps
TENS electrodes
Crutches ",

Splints

Back suppo
Dressi
Hﬁ oraa

5. “Modifiers: A tw%umeric or alpha) sequence that provides the means by which

the reporting healthcare provi an specify that a procedure performed has been
altered under a procedure performedyhas been altered under a special circumstance.

ing/circumstance of the service or procedure without
creating asseparat
Modifier Examples .

listing.
ofess [ Co nentW’C) Certain procedures are a combination of a physician, or
Professional com t and a technical component. When modifier “-26” is added to

an Appropriate co PC allowable amount will be paid.

T echnicayponent (TC): The TC component reflects the technical portion of the
procedure ¢ode. When the technical component is provided by a healthcare provider
other than the one providing the professional component, the healthcare provider bills
for the technical component by adding Modifier “-TC” to the applicable code.

J. LIST OF ACRONYMS

AMA American Medical Association
AS Assistant Surgeon
AWP Average Wholesale Price
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BR

By Report

CCI Current Coding Initiative (National)

CF Conversion Factor

CMS Centers for Medicare & Medicaid Services

CPT Current Procedural Terminology

CRNA Certified Registered Nurse Anesthetist

DME Durable Medical Equipment

E/M Evaluation and management services

FCE Functional Capacity Evaluation '/
FUD Follow-up day(s) A
GEAP Generic Equivalent Average Price ‘
HCPCS Healthcare Common Procedure Coding System
ICD-10-CM International Classification of Diseases, Tenth Revisio V Modification
IME Independent medical examination

MPFS Medicare physician fee schedule

MRI Magnetic resonance imaginm

NADAC National Average Drug Acduisiti

NCCI (see CCI)

NP Nurse practitione

OTC Over-the-counter

PA Physicialm

RBRVS i ale

RVU

WAC

4
x

N\~
Ny
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II.

PHARMACEUTICAL FEE SCHEDULE

GENERAL PROVISIONS AND APPLICABILITY OF THE PHARMACEUTICAL
FEE SCHEDULE.

The Pharmaceutical Fee Schedule (PFS) applies to prescription and over-the-counter
(OTC) medications required to treat an injured employee, whether dispensed by a
pharmacy (including online or mail order pharmacies) or by a medical practitioner.

Medications are not reimbursable unless “reasonably required” at’the time of injury or
during the period of disability. See A.R.S. § 23-1062(A); A.AC.,R20-5-1303(A). The
Industrial Commission of Arizona has adopted the Official Disabili uidelines\(ODG),

used as a tool to support clinical decision making and quality health care delivery to injured
employees. The ODG Formulary sets forth pharmaceutical guidelines that are generally
considered reasonable and are presumed correct 1 th: s provide recommendations
related to a particular medication. See KA R20-5-1301(H). Medical practitioners are
encouraged to consult the ODG Formulary before dispensing or prescribing medications
to injured employees.

Generic drugs must be dispens&&inj employees when appropriate, consistent with
AR.S. § 32-1963.01(A),¥(B)yand (D) throughi®)> See A.R.S. § 23-908(C). For purposes
of this subsection, t efiniti in A.R.S. § 32-1963.01(L) apply.® As a cost reducing
measure, medical practitioners sh prescribe less costly drugs whenever possible.

DEFINITIONS.
. “Admini€erihas the teaning set forth in A.R.S. 32-1901(1).

AR.SU§ 32-1963.

S 2 “If ﬁedical practitioner prescribes a brand name drug and does not indicate an intent to

ent substitution escribed in subsection E of this section, a pharmacist may fill the prescription with a generic

ent drug.”

A.R.S. §32-1963.01(E) states: “A prescription generated in this state must be dispensed as written only if the prescriber writes
or clearly di s ‘DAW’, ‘dispense as written’, ‘do not substitute’ or ‘medically necessary’ or any statement by the prescriber
that clearly i n intent to prevent substitution on the face of the prescription form. A prescription from out of state or
from agencies of the United States government must be dispensed as written only if the prescriber writes or clearly displays
‘do not substitute’, ‘dispense as written’ or ‘medically necessary’ or any statement by the prescriber that clearly indicates an
intent to prevent substitution on the face of the prescription form.”

A.R.S. § 32-1963.01(L) states, in part:

2.

4.

“Brand name drug” means a drug with a proprietary name assigned to it by the manufacturer or distributor.
k * * *

“Generic equivalent” or “generically equivalen” means a drug that has an identical amount of the same active chemical
ingredients in the same dosage form, that meets applicable standards of strength, quality and purity according to the
United States pharmacopeia or other nationally recognized compendium and that, if administered in the same amounts,
will provide comparable therapeutic effects. Generic equivalent or generically equivalent does not include a drug that is
listed by the United States food and drug administration as having unresolved bioequivalence concerns according to the
administration's most recent publication of approved drug products with therapeutic equivalence evaluations.
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“Average Wholesale Price” or “AWP” means the wholesale price charged on a specific
commodity that is assigned by the drug manufacturer and is listed in a nationally-
recognized drug pricing file.

“Commercially available” means a drug product is widely available for purchase in
pharmacies accessible to the general public, including in brick and mortar pharmacies
accessible to the general public.

. “Compound medication” means a pharmaceutical product created by virtue of mixing or

combining drugs and/or components to meet the unique needs of afiindividual patient when
the finished product does not recreate a commercially-available pro

“Dispense” or “dispensing” means to deliver to an ultimate
order of a medical practitioner, including the prescribi
labeling, or compounding necessary to prepare for that delivery. 32-1901(27).
“Drug” has the meaning set forth in A.R.S. § 32-1901(31).

$

=

. “Hospital” means any institutﬂ
approved and licensed as ahospital by:

. “Generic Equivalent Average Price”ﬂEAR” means a geheric price applied to drug

products sharing the same generic pr@duct pacls

(2) an equivalent regulatory agency
§ 32-1901(42).

“Medical practiti
to use and presc

for the tr ent
sickness 1n

MCquisition Cost” or “NADAC” means the national drug pricing

d and maintained by the Centers for Medicare & Medicaid Services

stablished and updated monthly based on invoice surveys of retail

J. atonal ¢
cnc‘}}rk de
. which 1
col nity pharmacies, available at https://data.medicaid.gov/Drug-Pricing-and-

7~

I~

=<

Paym DAC-National-Average-Drug-Acquisition-Cost-/a4y5-998d/data.

. “Non-traditional strength” medication means a finished drug product in a strength (i.e.

dosage) that is not commercially available in pharmacies accessible to the general public.

“Over-the-counter medication” or “OTC medication” means a finished drug product,
including label and container according to context, which does not require a prescription
order.

. “Pharmacy” has the meaning set forth in A.R.S. § 32-1901(71).
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I

=

I

“Pharmacy accessible to the general public” means a pharmacy that is readily accessible
and provides pharmaceutical services (including prescription medication services) to all
segments of the general public without restricting services to a defined or exclusive group
of consumers, including but not limited to consumers who have access to services because
they are treated by or have an affiliation with a specific entity or medical practitioner. This
definition includes mail order pharmacies delivering pharmaceutical services to workers’
compensation claimants if both of the following apply:

1. The pharmacy does not limit or restrict access to claimants with an affiliation to a
medical provider or other entity. (

2. Any medical provider or other entity referring a claimant to t
receive or accept any rebate, refund, commission, preference, or ot
compensation for the referral.

“Pharmacy not accessible to the general p ic\means harmz that provides

pharmaceutical services (including prescription,medication services) only to a defined or
exclusive group of consumers, including but no sumérs who have access to
services because they are treated by o mﬁliation with a specific entity or medical
practitioner. “Pharmacy not accessible to the generalpublic’’ does not include a hospital
pharmacy. This definition does 1 order pharmacies delivering
pharmaceutical services to wo imants if both of the following apply:

2. Any medical i 5 ity referring a claimant to the pharmacy does not
receive or ac , commission, preference, or other consideration as

“Repackaged medication” means a finished drug product removed from the container in
which it was distributed by the original manufacturer and placed into a different container
without further manipulation of the drug. The term also includes the act of placing the
contents of multiple containers of the same finished drug product into one container. The
term also includes “co-pack drug” products which contain two or more separate finished
medications that are contained in a single package or unit. The term does not include a drug
that is manipulated in any other way, including if the drug is reconstituted, diluted, mixed,
or combined with another ingredient.
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I

“Traditional strength” medication means a finished drug product in a formulation that is
commercially available in pharmacies accessible to the general public.

“Therapeutically-similar” medication means a medication that is expected to produce a

<

. “Wholesale Acquisition Cost” or “WAC” means the ma

clinical effect comparable to the original product. Key considerations for determining the
“most therapeutically-similar” medications are: (1) the similarity of the clinical effects; (2)
the extent to which active ingredients overlap; (3) the similarity of the dosage profiles: (4)
the similarity of the mode of administration; and (5) the similarity of the intended strength.

“Ultimate user” means a person who lawfully possesses a prescription medication for that
person's own use or for the use of a member of that person's household. See A.R.S. § 32-
1901(95).

sold to wholesalers or direct purchasers in the United State
other discounts, rebates, or reductions in price, for the mos
information is available, as reported in wholesal pri u1des

pricing data.

GENERAL GUIDELINES FO BIL EIMBURSEMENT OF

PRESCRIPTION MEDICATION

Except as permitted in Sectlom of the current PFS, an insurance carrier, self-
of

insured employer, or the‘Speecial F ission is responsible for the payment
icati ifall of the following apply:

1. ed by an individual who is currently licensed to
y either: (1) the Arizona State Board of Pharmacy;

agency in another U.S. state, territory, or district; and

n is dispensed by a pharmacy accessible to the general
onla'pe or mail-order pharmacies that are accessible to the general

Except as specified in Sections IV and V of the current PFS, a pharmaceutical bill
submitted for a prescription medication must include the National Drug Code (NDC) of
the original manufacturer registered with the U.S. Food & Drug Administration (FDA), the
quantity dispensed, and the reimbursement value of the medication. Under no circumstance
shall an NDC other than the original manufacturer’s NDC be used.

The reimbursement value for prescription medications shall be based on the current PFS
reimbursement methodology in the absence of a contractual agreement between the
pharmacy or medical practitioner and payer governing reimbursement. Network discounts
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may not be applied in the absence of a contractual agreement with the pharmacy or medical
practitioner authorizing such discounts.

reimbursement value of a prescription medication -AWP-shall be determined on the date a
drug is dispensed from pricing published in the most recent issue, as updated in the most-
recent update, of a-nationally-recognized pharmaceutical publications designated by the
Commission. For purposes of determining NADAC, the Commission has selected the
most-recent update on the CMS website, available at https://data.medicaid.gov/Drug-
Pricing-and-Payment/NADAC-National-Average-Drug-Acquisiti
998d/data. For purposes of determining WAC, AWP, and GEAP, ission has

®

selected Medi-span .

1i.  (60% of the GEAP per unit) x (number of units dispensed).

2. Brand name drugs:

a. If the medication is listed in NADAC: (102% of NADAC per unit) X (number
of units dispensed).

b. If the medication is not listed in NADAC, the lesser of the following:

1. (100% of WAC per unit) x (number of units dispensed).

ii. (85% of AWP per unit) x (number of units dispensed).
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Iv.

. Reimbursement for non-traditional strength prescription medications shall be calculated on

a per unit basis, as of the date of dispensing, based on the original manufacturer’s NDC
and corresponding AWPR-reimbursement methodology of the most therapeutically-similar
traditional strength form of the same medication. Under no circumstance shall the NDC of
the non-traditional strength medication be used.

. The reimbursement value for OTC medications shall be calculated on a per unit basis, as

of the date of dispensing, based on the retail price (per unit) of the OTC medication in
settings where the medication is commercially available. (

Subject to Section III(J), the reimbursement value for OTC‘me ions that\are not

most therapeutically-similar OTC medication commerci i i harmacies
accessible to the general public. \

that are not comamercially available may

The reimbursement value for OTC medicatio

not exceed:

1. ted amount if the supply is

BILLING AND REIMBU OR REPACKAGED MEDICATIONS.

r a repackaged medication must identify the NDC of the
of the original manufacturer registered with the U.S.

°r than the original manufacturer’s NDC. A repackaged NDC shall
alculating the reimbursement value of a repackaged medication and shall

corresponding reimbursement valueAWP) to use or, alternatively, may deny coverage until
the appropriate NDC is furnished.

. The reimbursement value for a repackaged medication shall be based on the current PFS

reimbursement methodology contained in Section III of the PFS, utilizing the NDC(s) and
corresponding NADAC(s), WAC(s), GEAP(s), or AWP(s) of the original manufacturer(s).

. Any component of a co-pack drug product for which there is no NDC shall not be

reimbursed.
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V. BILLING AND REIMBURSEMENT FOR COMPOUND MEDICATIONS.

A. A pharmaceutical bill submitted for a compound medication must identify each
reimbursable component ingredient, the applicable NDC of each reimbursable component
ingredient, the corresponding quantity of each component ingredient, and the calculated
reimbursement value of each component ingredient. All component ingredients of a
compound medication must be billed on a single bill.

B. The reimbursement value for a compound medication shall be calculated at the component
ingredient level. The reimbursement value for a compound medication shall be based on
the sum of the reimbursement values of each component ingredient the corresponding
component ingredient’s NDC, based on the current PFS reimburseme
forth in Section III.

C. Any component ingredient in a compound medication for which ther DC shall not
be reimbursed. g N
D. Any component ingredient in a topical compound m hatis'not FDA approved for

topical use shall not be reimbursed.

E. If any component ingredient in a ¢ tion'is a repackaged medication, the
reimbursement value for the re medication ingredient shall be determined based
on the current PFS reimbursémen rth in Section 111, using the NADAC
WAC, GEAP, or AWP correspondl the original manufacturer. See Section

IV.

topical compound medication shall be the lesser

00.00) for a thirty-day supply (or a pro-rated amount if
than thirty days).: or

&CAL PRACTITIONER

A. A pha eutical bill submitted for a medication administered by a medical practitioner
must comply with billing procedures outlined in Sections III, IV, and V of the current PFS,
as applicable.

B. The reimbursement value for a medication administered by a medical practitioner shall be
based on the current PFS reimbursement methodology contained in Sections III, IV, and V
of the PFS, as applicable.
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VII.

C

REIMBURSEMENT FOR MEDICATIONS DISPENSED BY A MEDICAL
PRACTITIONER OR IN A PHARMACY NOT ACCESSIBLE TO THE GENERAL
PUBLIC.*?

An insurance carrier, self-insured employer, or the Special Fund of the Commission is
responsible for the payment of prescription medications that are dispensed by a medical
practitioner or in a pharmacy not accessible to the general public if all of the following

apply:

1. The prescription medication is dispensed by a medical practitioner or a pharmacy not
accessible to the general public to the injured employee within seven days of the date
of the industrial injury;

2. The prescription medication is limited to no more than -time, ten ply;

3. The prescription medication conforms to dosages a forwms that are
commercially available in pharmacies acce(ible te the general public.

und’of the Commission is
re dispensed by a medical
blic if all of the following

apply:
1. The injured employee doesbha cess toja pharmacy accessible to the general

public within 20 milés of the injured empl ’s home address, work address, or the
address of the wribing iCal practitioner;

An insurance carrier, self-insured employer, or'th
responsible for the payment of prescrption medications tha
practitioner or in a pharmacy not accessible to'the general

ly acquire the prescription medication from an
ssible to the general public; and

2. The injured
online or mail erder pharmagy ac

edication conforms to dosages and formulations which are
commercially availablein pharmacies accessible to the general public.

espo payment of prescription medications that are dispensed by a medical
ctitioner or in a pharmacy not accessible to the general public if the dispensing of a

prescx;tion medication for an individual claim and specified duration has been

An ins’ran arrier, self-insured employer, or the Special Fund of the Commission is

preap ed in writing by the insurance carrier, self-insured employer, or the Special Fund
of the mission. Nothing in this section requires an insurance carrier, self-insured
employer, or the Special Fund of the Commission to preapprove the dispensing of
prescription medications under this subsection.

4 Dispensing pursuant to Section VII is subject to the Arizona Opioid Epidemic Act, which imposes statutory limits on the
prescribing and dispensing of schedule II opioids. For more information about the Arizona Opioid Epidemic Act, please see the
FAQs published by the Arizona State Board of Pharmacy, available at https:/drive.google.com/file/d/1JCIs8VwtdJ1T-
DyGfIN3WWUm4KhDMXe-/view.

5 Section VII sets forth reimbursement guidelines for medications dispensed in settings that are not accessible to the
general public in Arizona’s worker’s compensation system and does not interfere with a medical practitioner’s ability
to dispense medications pursuant to A.R.S. § 32-1491 or seek payment from sources unrelated to workers’
compensation.
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D. An insurance carrier, self-insured employer, or the Special Fund of the Commission is
responsible for the payment of prescription medications that are dispensed by a pharmacy
not accessible to the general public if all of the following apply:

1. The prescription medication was dispensed to an injured employee whose workers'
compensation claim was initially denied by the carrier, self-insured employer, or the
Special Fund of the Commission;

2. The injured employee protested the claim denial by filing a timély request for hearing;

3. The workers’ compensation claim was either: (a) subsequently accepted by the'earrier,
self-insured employer, or the Special Fund of the C ission; or e clatm was
found to be compensable by the Commission’s Admi i ivisi
the Arizona Court of Appeals, or the Arizona Supreme

N
4. The prescription medication was dispens&during the time, period between: (a) the
initial claim denial and (b) the subsequé ce pof the claim or the
compensability determination bﬂé Commission’s Administrative Law Judge
reme Court; and

Division, the Arizona Court of Appeals, or theyAri
5. The prescription medicat‘: rms to sages and formulations that are
commercially available'in pharmaci cessible to the general public.

E. The guidelines in%n 1A
dispensed during ifi-patient hospi

this section do not apply to prescription medications
are or upon discharge from in-patient hospital care.

F. The reimbursem ications dispensed by a medical practitioner or in a
eral public shall be calculated on a per unit basis, as of

pharmacy not acc
the dat nsin sed onthe retail price (per unit) of the OTC medication in settings

G.Therei
r in
il

basisaas of the date of dispensing, based on the retail price (per unit) of the most

thera ically-similar OTC medication commercially available in pharmacies accessible
to the general public. Under no circumstance shall the NDC, -e+-AWP, or other pricing
methodology of the non-commercially available OTC medication be used.

H. Subject to the limitations in this section, medications that have been provided as free
samples to a medical practitioner may be dispensed to an injured employee when
appropriate, but are not reimbursable.

VIII. DISPENSING FEE.

A. Generic Non-Compound Drugs
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1. If a generic non-compound prescription medication is dispensed by a pharmacy
accessible to the general public pursuant to a prescription order, a dispensing fee of up
to eleven dollars ($11.00) per prescription medication or repackaged medication may
be charged if the reimbursement value is determined pursuant to Sectron III(F)(I)( a) or

prescrmtlon medication is dispensed by a pharmacv accessible to the general public

pursuant to a prescription order, a dispensing fee of up to seven dollars ($7.00) per
prescription medication or repackaged medication may #be charged if the
reimbursement value is determined pursuant to Section III(F) (using WAC, AWP,
or GEAP). Fhe dDispensing fees does not apply to OTC me
prescribed by a medical practitioner.

2. If a generic non-compound prescription medication a medical
practitioner or in a pharmacy not accessible tosthe general pu ant to Section
VII(A), (B), or (C), a dispensing fee of upgo clcven dollatgd($11.00) per prescription
medication or repackaged medication may_be charged if th@ reimbursement value is
determined pursuant to Section III(F)(1)(a)%€ L 2 NADACQ). If a generic non-
compound prescription medicatiQ scnsed by a tiledical practitioner or in a
pharmacy not accessible to the g@neral pubM@gursyant t@’Section VII(A), (B), or (C),
a dispensing fee of up to seviéh dollars 00) Wer prescription medication or
repackaged medication m be (g i d reimbursement value is determined

pursuant to Sectlon 111 m& P or GEAP) se%a—del—l—&rs—@?—@(—)}

ed .ﬂi ......

dlspensed by a medical practitioner or by a pharmacy
ic, a dispensing fee is not permitted.

r may be charged. jEla%elDlspensmg fees does not apply to OTC
are not prescribed by a medical practitioner.

brand name or compound prescription medication is dispensed by a medical
itioner or in a pharmacy not accessible to the general public pursuant to Section
A), (B), or (C), a dispensing fee of up to seven dollars ($7.00) per prescription
medlcatlon—repaek&ged—meéeaﬁeﬂ—er—eempekmd—meée&&eﬂ may be charged. If an
OTC medication is dispensed by a medical practitioner or by a pharmacy not accessible
to the general public, a dispensing fee is not permitted.

C. Ifaprescription or OTC medication is administered by a medical practitioner, a dispensing
fee is not permitted.

IX. ADDITIONAL BILLING GUIDELINES.

23

The codes listed herein are CPT only copyright 2020 American Medical Association.
All rights reserved.



A. Paper billing by a medical practitioner:

The following is an example of how to report both the repackaged NDC and original NDC
on the CMS 1500 form using the shaded area of line 24. The information is reported in the
following order: qualifier (N4), NDC code, one space, unit/basis of measurement qualifier,
quantity, one space, ORIG, qualifier (N4), NDC code.”

. Paper billing by non-physician entities.

20A  DATE(S) OF SERVICE B | C |0 PROCEDURES, SERVICES, OR SUPPLES £ C G ‘ J

From To PUCE OF Eaphan Unusual Croumatarces DIAGNOSSS o Podl © RENDERING
w 0o YY w DO Yy SNVCE | EMG CPIMCPCS 1 MOOFER PONTER $ OWARGES N A | OUN PROVIERD ¢
N455289047590 UN30 ORIGN400025152531 I N | G2 12345678901
10/ 01105/ 1001 {05 [11 | |y3490 | L1 |A |00 N[ e

required information on the CMS 1500 form (due to soft
physician may provide the required information (in the req
attachment to the CMS 1500 form.

A non-physician entity using paper billi blll sshall use the most recent
version of the Workers’ Compen 10n/Pr0p y & Casu ty Universal claim Form

(WC/PC UCF) adopted by the National Council on Drug Programs.
SEVERABILITY CLAUSE:
If any provision of Pharﬁlace ical Fee Schedule or the application thereof to any person

or circumstances such invalidity shall not affect other provisions or
application of th Pharmac tlca Schedule which can be given effect without the

invalid provisions or applicat is end the provisions of this Pharmaceutical Fee
Schedule are severable.

&‘@'
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SURGERY GUIDELINES

This Fee Schedule has been updated to incorporate by reference the 2021 Editions of the
American Medical Association’s Physicians- Current Procedural Terminology;—Feurth
Editien (CPT®-4) publication, including the general guidelines, identifiers, modifiers, and
terminology changes associated with the adopted codes. In this Fee Schedule CPT® codes that
contain explanatory language specific to Arizona are preceded by A. Codes, however, that are
unique to Arizona and not otherwise found in CPT®-4 are preceded by an AZ identifier and
numbered in the following format: AZOxxx-—xx.

The Commission has also adopted by reference: 1) The 7995 and 1997 Documentation
Guidelines for Evaluation and Management Services, Centers for Medicate and icaid
Services (CMS) https://www.cms.gov; 2) 2021 Optum n The Essenti
https://www.optum360.com/; 3) The National Correct Coding Initiative

Physicians as Assistants at Surgery Update 2020 https://www.
schedule adopts surgical global periods published by,\CM iti
publications adopted by reference is found Wro

in addition te tMJ"® guidelines and represent

The following Commission guidelines ar
i ative to un?values for surgical services. To the

additional guidance from the Commi
extent that a conflict may exist betwe
guideline, identifier or modiﬁerAnique to
or modifier shall control.

adopted portion of the CPT®-4 and a code,
athe Arizona code, guideline, identifier

A. MATERIALS AND SUPPLIES: A care provider may charge for materials and
supplies as described in subsectio’ (D«(4) of the Introduction Section of the Physician’s

Fee Schedule

B. MULTAE PROCEDURES: It is appropriate to designate multiple procedures that are
rend n the§ame dateby separate entries. However, the primary procedure code is the
deﬁete S thewfollow-up days when a surgery has multiple procedures. The
additional procedu or service(s) may be identified by appending modifier -51 to the
additional procedufe or service code(s). Note: This modifier should not be appended to
designated “‘add-on” codes.

C. SPECIAL REPORT: A typical request for more detailed information from an insurance
carrier regarding a billing does not constitute a “special report”, which is defined in the
CPT® book.

D. MODIFIERS: Listed services and procedures may be modified under certain
circumstances. When applicable, the modifying circumstance should be identified by the
addition of the appropriate modifier code, which may be reported in either of two ways.
The modifier may be reported by a two-digit number placed after the usual procedure
number from which it is separated by a hyphen. Or the modifier may be reported by a

31

The codes listed herein are CPT only copyright 2020 American Medical Association.
All rights reserved.



separate five-digit code that is used in addition to the procedure code. If more than one
modifier is used, the “Multiple Modifiers” code placed first after the procedure code
indicates that one or more additional modifier codes will follow.

Modifiers either unique to Arizona or containing explanatory language specific to Arizona
are as follows:

A-22 Increased Procedural Services: Use of this modifier will result in a twenty-five
percent (25%) increase in the listed value for the listed procedure.

A-25 Separately Identifiable Evaluation and Management Service by same Physician or

postoperative care associated with the procedure hat was performed (see Evaluation
and Management Services Guidelines for on rmining level of E/M
service). As such, different diagnesesyare not required for reporting of the E/M
services on the same date. The 01rcumstance ma be reported by adding modifier 25
to the appropriate level of E/M service.

A-47 Anesthesia by Surg all be fifty percent (50%) of the calculated
American Society of sthe51 ng ative Value Guide value.

procedures which add significa e or complexity to patient care are provided at

A-50 Bilateral Procedure:WUnless wlse identified in the listings, when bilateral
ive session, fen y and value the first or major procedure as listed.

ary or lesser procedure(s) by adding this modifier ‘-50’ to the usual
progédure numb and wyalue at fifty percent (50%) of the listed value(s). If,
ever, the proce are independently complex and involve different parts of the

ody, inclading.digits, the bilateral procedure rule would not apply. In such cases,
A endeﬂi procedures would be billed at one hundred percent (100%) of their listed

session*, the procedures should be valued at the appropriate percent of its
listed value, as shown below:
100% (full value) for the first or major procedure
50% for the second and multiple procedure(s)
Sixth and subsequent procedures — by report
*Multiple Procedure Guidelines do not apply to codes specifically identified as
“Add-on/Additional Procedures, Global indicator ZZZ”.

A-51 \\gleeProcedures When multiple procedures are performed during the same
op

The major or primary procedure is defined as the procedure with the highest value and is the
code that determines the follow-up days when a surgery has multiple procedures. The second
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procedure is the procedure with the next highest value, the third the next highest value. and so
on. =E£% If however, the procedures are independently complex such as digits, tendons, nerves
or artery repair, the multiple procedure rule would not apply. In such cases, independent
procedures would be billed at one hundred percent (100%) of their listed value.

When performing multiple procedures with different global period values during the same
operative session, the global period value for the session is the largest global period value.

A-57 Decision for Surgery: An evaluation and management service that resulted in the
initial decision to perform the surgery may identified by adding modifier 57 to the
appropriate level of E/M service.

A-62 Two Surgeons: By prior agreement, the total Value‘ervices pe y two
surgeons working together as primary surgeons may be apportloned relation to
the respons1b111ty and work done prov1ded ade aware of the fee

be split evenly between the co-surgeon

twenty-five percent (25%) in %he
circumstances the services of gach surgéen should be identified by adding this

modifier ‘-62’ to the joint procedure number(s) a ued as agreed upon. (Usual

charges for surgical assistance may be warttanted if still another physician is
required as part of 1‘;12 t The value of the procedure should be 125
percent of the custo value listed. ent of 125% of the maximum allowable

would be d1v1ded between the'participating surgeons.

ay be increased by
charge. Under these

- When 2 surg&Work together as primary surgeons performing
fa proced)e, each surgeon should report his/her distinct operative

work addi odifier 62 to the procedure code and any associated add-on
es 1E‘[hat as long as both surgeons continue to work together as
rimary surgeons. Each surgeon should report the co-surgery once using the same
ocedure codemlfradditional procedure(s) (including add-on procedure(s)) are
Y uring the same surgical session, separate code(s) may be reported with
1ﬁer - ded. Note: If a co-surgeon acts as an assistant in the performance of
additional pfocedure(s), other than those reported with modifier 62, during the same
ical session, those services may be reported using separate procedure code(s)

odifier 80 or modifier 82 added, as appropriate.

A-80 Assistant Surgeons: These services are valued at twenty percent (20%) of the listed
value of the surgical procedure(s).

—_OR -

A-81 Minimum Assistant Surgeons: These services are valued at ten percent (10%) of the
listed value of the surgical procedure(s).
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RADIOLOGY GUIDELINES

This Fee Schedule has been updated to incorporate by reference the 2021 Edition of the
American Medical Association’s Physieians- Current Procedural Terminology; Feuvrth
Edition(CPT®-4) publication, including the general guidelines, identifiers, modifiers, and
terminology changes associated with the adopted codes. In this Fee Schedule CPT® codes that
contain explanatory language specific to Arizona are preceded by A. Codes, however, that are
unique to Arizona and not otherwise found in CPT®4 are preceded by an AZ identifier and
numbered in the following format: AZOxxx-xxx. Additional information regarding
publications (e.g. CMS Guidelines) adopted by reference is found inthe Introduction of the
Fee Schedule.

The following Commission guidelines are in addition to C and CPT s, and
represent additional guidance from the Commission relative to unit values for t services.
To the extent that a conflict may exist between an adopted portion,of the @PT®-4 and a code,
guideline, identifier or modifier unique to Arizona, the rlzon de, guideline, identifier

or modifier shall control.

A. GENERAL GUIDELINES .

1. Values include usual contrast me equipment nd aterials. An additional charge
may be warranted when sp ical trays nd materials are provided by the
healthcare provider.

2. Values include con ion and written reports to the referring healthcare provider.

3. X-ray findings and attending hea»fe provider’s written order for x-rays must be
ent for x’y sérvices. Bills unsupported by findings will not be

paid.
4. yS shoul. be taken, reported, and be properly marked for identification and
ationin accordance with the accepted standard of radiologic practice in the State
A of

B. MODIFIERS

Modifiers uiy circumstances that alter or enhance the description of the service. For
radiology codes, two modifiers affect the assigned unit value and are listed in The Essential
RBRYVS. However, other modifiers may be required for correct reporting of service. See CMS
and the 2021 CPT®—4 publications for additional information on modifiers. Listed radiology
modifiers affect the unit values as follows:

1. Total: When no modifier is listed, the unit value represents the global value of the
procedure. The five-digit code is used to represent a global service inclusive of
professional and technical value of providing that service. The following sections,
provide additional definitions for each component.
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2. Professional: Modifier 26 is used to designate professional services. The professional
component includes examination of the patient, when indicated, performance and/or
supervision of the procedure, interpretation and written report of the examination, and
consultation with referring healthcare providers.

3. Technical: Modifier TC is used to designate the technical value of providing the
service. The technical component includes personnel, materials, space, equipment, and
other allocated facility overhead normally included in providing the service. Note that
modifier TC is not CPT® compatible.

C. REFERENCE TO RELATIVE VALUES
Two patterns of billing currently prevail in radiology. A total charge for the radi service,
to include both professional fees and technical costs,,is made radiolegists’ working in
offices, clinics and, under some circumstances, in hosp‘@or ambulg#Ory surfery center x-ray
departments.

In a majority of voluntary hospital or ambud@&asurcery center tadiology departments, the
radiologist submits a separate statement/to the patient his/professional services. The
hospital or ambulatory surgery center chatges for use department facilities and the
services of its employees. This pa is'similar to the charges made by the hospital or
ambulatory surgery center for ety use | rooms or surgical suites. Such charges are
entirely separate from the feés charged by o iclans and surgeons. In most separate
radiology billing situatH totalhwill approximate the amount billed singly by the
radiologist in their officefor billed singl the hospital or ambulatory surgery center.

The two separate scales'in Radiology Relative Values have been devised for use in radiology

and are not coordinated cales foriservices in other branches of medicine such as surgery,
medicine ?tholo The les are compatible only within themselves. Within each of
the two separateheadings, the total dollar value and the PC or professional components dollar
value, prropriate, cangbe used. Some procedures are noted as a “BR” value or “By

Rem‘rt”. usag intended to indicate that circumstances involving a given patient
procedure may requir h more than the average amount of time and effort to perform and
e uni

thus a value would b que and could not be anticipated or established. When such added

involvement is, claimed, a written explanation will usually be required as an addendum to the
bill.

The PC values do not include charges made by the hospital in which the procedure was
accomplished. Such charges by the hospital or ambulatory surgery center cover the services of
technologists and other helpers, the films, contrast media, radioactive agents, chemical and
other materials, the use of the space and facilities of the x-ray department plus any other
hospital or ambulatory surgery center costs. Most hospitals or ambulatory surgery centers have
derived their own schedule of charges of these items. Fhe-eEstablishment of the-hospital’s or

ambulatory surgery center charges is not—preperly the subject of this—publicationthe Fee
Schedule.
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The separation of billing in no way implies a division of responsibility, but only a division of
the charge. The radiologist is a physician performing a needed medical service for a patient,
and he must retain full responsibility for his own activity and also full responsibility for the
supervision of technologists, the selection and maintenance of equipment, the control of
radiation hazards and the general administration of the radiology department.

D. REVIEW OF DIAGNOSTIC STUDIES

No separate charge is warranted for prior studies reviewed in confunction with a visit,
consultation, record review, or other evaluation by a healthcare provider; nei
professional component value modifier 26 nor the radiological consultatio code 76140
is reimbursable. The review of diagnostic tests is included in t%uation

AO\

QD
) N\
My
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PHYSICAL MEDICINE AND REHABILITATION GUIDELINES

This Fee Schedule has been updated to incorporate by reference the 2021 Edition of the
American Medical Association’s Physieians—Current Procedural Terminology, Feurth
Edition—(CPT®-4) publication, including the general guidelines, identifiers, modifiers, and
terminology changes associated with the adopted codes. In this Fee Schedule CPT® codes that
contain explanatory language specific to Arizona are preceded by A. Codes, however, that are
unique to Arizona and not otherwise found in CPT®-4 are preceded by an AZ identifier and
numbered in the following format: AZOxxx-xxx. Additional information regarding
publications adopted by reference is found in the Introduction of the lySchedule.

The following Commission guidelines are in addition to the CPT® guide and represent

additional guidance from the Commission relative to physical On vt
valuesfor-these-services. To the extent that a conflict may exist ortion of
the CPT®4 and a code, guideline, identifier or modifiex, unique t the Arizona

code, guideline, identifier or modifier shall control.
General requirements in reporting services are found of the Fee Schedule.
In addition to the definitions and commonaliti ded medical procedures,
several other requirements unique Physical Medicine and
Rehabilitation ) PHYSICAL-MEDICINE ar tified as follows:

A. Physical therapy (PT) eva lon co
evaluation codes (97165-9716 egbilled at the initial visit and a re-evaluation code

(97164 for PT, 971“} nagabe billed D-\:l-PH&-g—t—h%G’d-PS%G—Pph—YS-}G&l—m%d-}G}H%

5 U OT1IC vatrod O l C - g v, s aP 5
m “ ed-once every two calendar weeks followmg an mmal

evaluatlon 97164 ‘ . Additional billing for PT and OTevaluation—and

m m services may be allowed when specific additional
services”are, wartanted. Approval of the payer must be obtained prior to performing
additienal sSRicéSMBBieria jo sclect the appropriate evaluation and re-evaluation codes are

xlne the Wagent CPT® publication.

NO I IS IMPOR AN ONOTE ag HESE N A ONS- DO ANO APP
9’!“ {? NG HEA [] A‘_"e !_?'e? e__A [] ‘-'-'-'9- e-!.
VHOTREAT PATIENTS-ONCE-PER MONTH-These limitations do not apply to

referring héalthcare providers or to providers who treat patients once per month.

B. When multiple modalities (untimed 970160%2-through--9703928. time based 97032-97036)
are performed, the first modality (or the first unit of a time-based modality) is reported as
listed. The second modality (or the second unit of a time-based modality) is identified by
adding modifier =-51% to the code number. The second and each subsequent modality (or
unit(s) of a time-based modality) should be valued at 50% of its listed value.
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First modality reported or first unit of a time-based modality -100% —Fullsalue

for the first modality
Second, third, and additional approved modality or unit(s) - 50%—FEor—the

second-and-additionalmodalities

the payer. The time a healthcare provider bills for a time-based ‘m
does not count towards the total timed therapeutic procedure maximu
minutes.

NOTE: 97010 is a bundled service and not separate

Example:
During a visit a patient receives the followi

45 minutes therapeutic exercise (97110 ’?’m‘k ;X8
15 minutes mechanical traction {97012}fe Sl
15 minutes unattended electrical stimulati

97014 1 it at

97035 509 aluegtimed code

97010 ¥ Baiad to the above services and not paid as a separate service

FOU- .==V,-; - hetotal-valuye for(9 M-therapeutic-exercise{$56- 00%

s m’amm\ Mechanteal traction (527,79 and 0% of the to ’ value
07014 e (%) and 0° 0 or moist hies

ALA
v

ervice (theraneutic-exercice 9
apey 5

D
9
d
)
)
D
D
q

. CPT" €codes describing therapeutic procedures (97110-97150 and 97530-97546) are not
subject to the multiple preeedure-modality rule and shall be paid at 100% of their listed
value.  When  performing  therapeutic  procedure(s);  (excluding  work
hardening/conditioning, £97545-/97546.) and physical test or measures for Efunctional
Ccapacity Ecvaluation, 97750), a maximum of four units or 670 minutes is allowed each
day. Approval must be obtained by the payer prior to performing therapeutic procedures in
excess of 60-minutesthis maximum (e.g., when multiple body parts are treated in a single

visit).
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D. The values for the codes in this section apphy-teinclude the time and work of the -provider.’s
tirne, expertise-and-use-oef the equipment required to provide the service, and the cost of the
healthcare provider’s liability insurance. Medications and disposable electrodes used in
these procedures should be considered supplies, code 99070, (see #em-Section A +5in the
Guidelines—for- Medicine SeettonGuidelines and Subsection (1)(4) of the Fee Schedule
Introduction regarding billing for supplies).

E. Time-Based Physical Medicine and Rehabilitation ServieesCPT" codes are billed
according to guidance previded-byfrom the Centers for Medicare and Medicaid Services
(CMS), as published in the Medicare Claims Processing Manual, Cifapter 5, Section 20.2,
C. Counting Minutes for Timed Codes in 15 Minute Units.

When only one service is provided in a day, healthcare providers should notbill forservices
performed-provided for less than 8 mmutes For any smgl A\ lolminute time@CPT code
serviee-provided in athe same day-measuredin s w e providers bill a
single 15-minute unit for treatment Q greater 9’8 minutes through and
including 22 minutes. If the duration of a single ocedure in a ddy is greater than or equal
to 23 minutes through and including 37 minutes, “billed. Please refer to
the feﬂewmgtable below Wthh outhn e h-time-intervathow to bill

< 8 minutes

‘rgﬂltes and < 22 minutes

> 23 minutes and < 37 minutes

0
1
2
3 12,38 minutes and < 52 minutes
4

> 53 minutes and < 67 minutes

ew are approved by the payer, the pattern for determining
d

€d.

s billed (as noted in the chart above). HFor any service represented by
e timed serviee-code that is performed for 7 minutes or less on the same day as

for 7 minutes or less, and the total time of these two services is 8 minutes or greater, then
the provider may bill one unit fertheof service that was performed for the most minutes.
The same logic is applied ifwhen three or more different services are previdedperformed

on the same day for 7 minutes or less.-than7-minutes—See-example-below:
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The expectation, tbased on the work values assigned foerto these codes}-, is that a provider’s
direct patient contact time for each unit will average 15 minutes in length. If more than one

15-minute timed CPT® code is billed during a single calendar day, the total number of units

billed is constramed bV the total treatment tlme for that dav flihe—hea%the&fe—pfewder—}s—a}se

When documenting to support the billing of timed CPT® codes, f
document the total number of timed minutes and thé

not billable (e.g.., rest periods). The apfount, of t me for Peach _specific
intervention/modality provided to the patientfis be documented in the
treatment note.

on the invoice and that the total treatmght time also ects the services billed as untimed
codes. The billing and the tg g 5 ent minutes documented must be
consistent. Additional guidaa gation #1 timed codes is found in the CMS

Examples on how to ' umber of minutes for the total therapy minutes
provided:

PEs the following services:
exercise 97110

The healthc e’provider would bill: 4 units
97110 units
97530 1 unit

Since the total time spent providing manual therapy and therapeutic exercises is greater
than 8 minutes, one unit is billed of the service which was performed for more time.

Example 2
During a visit, the patient receives the following services:

24 minutes neuromuscular reeducation 97112
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23 minutes therapeutic exercise 97110
Total Timed Codes: 47 minutes

The healthcare provider would bill: 3 units
97112 2 units
97110 1 unit

Each service is provided for more than 15 minutes, so at least one unit is appropriate for
each. Two units are billed for Neuromuscular reeducation since that service was performed
for more time.

Example 3
During a visit, the patient receives the following services:

20 minutes therapeutic activities 97530
20 minutes therapeutic exercise 97110
Total Timed Codes: 40 minutes

The healthcare provider would bill: 3 units
97530 2 units
97110 1 unit
OR

97110 2 units
97530 1 unit

Each service was provigdée tes, which would allow for one unit for each service.

The healthe e’provider would bill: 3 units
97110 units
97140 1 unit

The first 30 minutes of therapeutic exercise is 2 units. The remaining 3 minutes is added to
the 7 minutes of manual therapy and then is billed for one unit of manual therapy. The time
for manual therapy is greater than the remaining time from the therapeutic exercise.

Example 5
During a visit, the patient receives the following services:
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18 minutes therapeutic exercise 97110
13 minutes manual therapy 97140

10 minutes gait training 97116

8 minutes ultrasound 97035

Total Timed Codes: 49 minutes

The healthcare provider would bill: 3 units
97110 1 unit
97140 1 unit
97116 1 unit

Bill the procedures that the most time was spent performing. One
97140, and 97116. Although the ultrasound should be doc
the healthcare provider is constrained by the total timed code
codes is 49 minutes, only three units would be bille

. The payer has the right to require documentati ¢ ish that a modality or therapeutic
idelines allow for re-evaluations to be

imentation to justify payment. A healthcare provider is
required tofCe ; A R.S. §23-1062.01 when submitting a bill. For example, the
i and cold packs, paraffin baths, and whirlpools are
ities are utilized as a sub-element of the over-all treatment protocol
er for therapy or to minimize the impact of the therapy on the
than a statement that certain modalities were performed, any
documentation such as the purpose of the application of modalities, resulting
or comfort is unnecessary. Additionally, listing the amount of weight an

visit, the healthcare provider should provide documentation regarding changes in strength,
stamina, and flexibility.

Documentation of each treatment shall include the following elements:

e Date of treatment.

e Identification of each specific intervention/modality provided and billed, both timed
and untimed services in a manner that it can be compared with the billing record to
verify correct coding.
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e Total timed code treatment minutes and total treatment time in minutes (the amount
of time for each specific intervention/modality provided is not required).

e Signatures (written or electronic) and professional designation of the qualified
healthcare provider who furnished or supervised the services provided.

S
QO
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EVALUATION AND MANAGEMENT GUIDELINES

This Fee Schedule has been updated to incorporate by reference the 2021 Edition of the
American Medical Association’s Physicians—Current Procedural Terminology; Eeurth-Edition
(CPT®-4) publication, including the general guidelines, identifiers, modifiers, and terminology
changes associated with the adopted codes. In this Fee Schedule CPT® codes that contain
explanatory language specific to Arizona are preceded by A. Codes, however, that are unique
to Arizona and not otherwise found in CPT®-4 are preceded by an AZ identifier and numbered
in the following format: AZOxxx-xxx. Additional information regarding publications adopted
by reference is found in the Introduction of the Fee Schedule.

The evaluation and management guidelines adopted by reference may be found in the Current
Procedural Terminology®—Feurth—Edition (“CPT -book?)
reprinted, in part, below with permission. To the extent that a
adopted portion of the CPT®4 and a code, guideline, identifier or
then the Arizona code, guideline, identifier or modifier.sha

Documentation and review of records is inclusive toihe perfermanca.of the appropriate E/M
service. A healthcare provider shall only I:%wrs duortme S not accounted for in
the E/M service code by billing codes 99334, 9935809356, 9935, 99358, or 99359. Proper
documentation must justify the use of thes@codes and@@cortipand the invoice.

On—N\ I 6 020 the
- v1d =

Iy

Itwo HCPCS, codes are 1 ude n the 202 19/2022-} Fee Schedule—

G2010 — f reco ed video and/or images submitted by an established
patient (e e and forwar ing interpretation with follow-up with the patient within
24 busmess hours n inating from a related E/M service provided within the previous 7
days g to.an E/M'service or procedure within the next 24 hours or soonest available
ap tr{ent.

or other qua alth care professional who can report evaluation and management services,
provided to an gstablished patient, not originating from a related E/M service provided within
the previous 7 days nor leading to an E/M service or procedure within the next 24 hours or
soonest available appointment; 5-10 minutes of medical discussion.

G2012 - B@munication technology-based service, e.g., virtual check-in, by a physician

A. CLASSIFICATION OF EVALUATION AND MANAGEMENT (E/M) SERVICES:

The E/M section is divided into broad categories such as office visits, hospital visits, and
consultations. Most of the categories are further divided into two or more subcategories of
E/M services. For example, there are two subcategories of office visits (new patient and
established patient) and there are two subcategories of hospital visits (initial and
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subsequent). The subcategories of E/M services are further classified into levels of E/M

services that are 1dent1ﬁed by spe01ﬁc codes. ¥h+s—e1—ass+ﬁe&ﬁeﬂ—rs—m+peﬁ&m—bee&&se—t-he

The basic format of the levels of E/M services is the same for most categories. First, a
unique code number is listed. Second, the place and/or type of service is specified, e.g.,
ofﬁce consultatlon Thlrd the content of the service 1s deﬁned —%g—eempfehen&wehﬁ%eﬁ

discussion of time is provided in Section C tFEi

: . fiod

B. DEFINITIONS OF COMMONLY USED TERMS:

Certain key words and phrases are used throughout the E/M sectioniyThe following
definitions are intended to reduce the potential f¢ dlffe ng 1nte retatlo S and to increase
the consistency of reportlng by physmans n-differtng spe m.,, doservices ms

........ byv-otherg eahe o Nro a
O vAw, OOy O crcl i cl 1O+ COOTOTITTS VY

ervices—within—thescone—of thei aétice: eﬁmtlons the E/M Guldelmes are

provided solely for the basis of code sd

-y

C. GUIDELINES COMMONGRO A /M SERVICES.

Some definitions are common es and others are specific to one or

more categories only.

° ices: Withih each Category or subcategory of E/M service, there are
fyices available for reporting purposes. Levels of E/M

level of E/M services in the subcategory of office visit,
g0t haye the same definition as the first level of E/M services in the

and Established Patient: Solely for the purposes of distinguishing between new
lished patients, professional services are those face-to-face services rendered
by physicians who may report evaluation and management services reported by a
specific CPT® code(s). A new patient is one who has not received any professional
services from the physician or another physician of the exact same specialty and
subspecialty who belongs to the same group practice, within the past three years.

An established patient is one who has received professional services from the physician
or another physician of the exact same specialty and subspecialty who belongs to the
same group practice, within the past three years.
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In the instance where a physician is on call for or covering for another physician, the
patient’s encounter will be classified as it would have been by the physician who is not
available. When advanced practice nurses and physician assistants are working with
physicians, they are considered as working in the exact same specialty and exact same
subspecialties as the physician.

No distinction is made between new and established patients in the emergency
department. E/M services in the emergency department category may be reported for
any new or established patient who presents for treatment in the emergency department.

e Time: The inclusion of time in the definitions of levels o
implicit in prior editions of the CPT® codebook. The inclusion o e as an gxplicit
factor beginning in CPT® 1992 is done to assist in sele i
of E/M services. Beginning with CPT® 2021, except for § i be used

services because emergency depar scs are typic@lly provided on a variable
intensity basis, often involving j
extended period of time. Therefore, Ui it¥icult tO provide accurate estimates of

Time may be used to select @@ode’level in office or other outpatient services whether
% ion of care dominates the service. Time may only be

BN o the appropriate level of services. The E/M services for
ines apply require a face-to-face encounter with the physician. For

#1t. When time is being used to select the appropriate level of services for which
time-based reporting of shared or split visits is allowed, the time personally spent by
the physician and other qualified health care professional(s) assessing and managing
the patient on the date of the encounter is summed to define total time. Only distinct
time should be summed for shared or split visits (i.e., when two or more individuals
jointly meet with or discuss the patient, only the time of one individual should be

counted).
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When prolonged time occurs, the appropriate prolonged services code may be reported.
The appropriate time should be documented in the medical record when it is used as
the basis for code selection.

Face-to-face time (outpatient consultations [99241, 99242, 99243, 99244, 99245],
domiciliary, rest home, or custodial services [99324, 99325, 99326, 99327, 99328,
99334, 99335, 99336, 99337], home services [99341, 99342, 99343, 99344, 99345,
99347, 99348, 99349, 99350], cognitive assessment and care plan services [99483]):
For coding purposes, face-to-face time for these services is defined as only that time
spent face-to-face with the patient and/or family. This inclades the time spent
performing such tasks as obtaining a history, examination, a nseling the patient.

Unit/floor time (hospital observation services [99218..99219, 992 225
99226, 99234, 99235, 99236], hospital inpatient se 99223
99231, 99232, 99233], inpatient consultations [99521, 99 3, 99254, 99255],
nursing facility services [99304, 99305, 9930 09599310, 99315
99316, 99318]): For coding purposes, time 1CES 1 ed as unit/floor

time, which includes the time present on th i itagupit and at the bedside
rendering services for that patient. This.d blish and/or review the
patient’s chart, examine the pati otes, andicommunicate with other
professionals and the patient’s fam|

r reviewing separately obtained history

medical examination and/or evaluation

¢ and educating the patient/family/caregiver

Ordering medications, tests, or procedures

erring and communicating with other health care professionals (when not

eparately reported)

e Documenting clinical information in the electronic or other health record

e Independently interpreting results (not separately reported) and communicating
results to the patient/family/caregiver

e Care coordination (not separately reported)

Do not count time spent on the following:

e The performance of other services that are reported separately
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e Travel
e Teaching that is general and not limited to discussion that is required for the
management of a specific patient

Concurrent Care and Transfer of Care: Concurrent care is the provision of similar
services (e.g., hospital visits) to the same patient by more thanfone physician on the
same day. When concurrent care is provided, no special reportingis required. Transfer
of care is the process whereby a physician who is providing mana

all of a patient’s problems relinquishes this responsib" 'ti to anoth ician who
explicitly agrees to accept this responsibility and who, fr i
providing consultative services. The physician transfe

no longer
I’iding care for
other conditions when appropriate. Consultation codes sho not be reported by the
physician who has agreed to accept transfer
appropriate to report if the decmon t 1 of care cannot be made until after
the initial consultation evaluation, gardle of site of service.

wpz)nt and/or family concerning one or

s#and/or recommended diagnostic studies;

Counseling: Counseling is a
more of the following ar

* Diagnostic results im ress
* Prognosis;
* Risks and ben me atment) options;

reatment) and/or follow-up;

chosen management (treatment) options;

Services Reported Separately: Any specifically identifiable procedure or service (i.e.,

identified with a specific CPT code) performed on the date of E/M services may be
reported separately.
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The ordering and actual performance and/or interpretation of diagnostic tests/studies
during a patient encounter are not included in determining the levels of E/M services
when the professional interpretation of those tests/studies reported separately by the
physician reporting the E/M service. Tests that do not require separate interpretation
(e.g., tests that are results only) and are analyzed as part of MDM do not count as an
independent interpretation, but may be counted as ordered or reviewed for selecting an
MDM level. Physician performance of diagnostic tests/studies for which specific CPT
codes are available may be reported separately, in addition to the appropriate E/M code.
The physician’s interpretation of the results of diagnostic tests/studies (i.e.,
professional component) with preparation of a separate distincidy identifiable signed
written report may also be reported separately, using the appr te CPT code, and, if

order to manage the patient as part of the E/M service, ed, it
1s part of the MDM.
The physician may need to indicate that on the d identified by

a signfficant separately
1dentifiable E/M service. The E/M service ma ~ ted by the symptoms

D. GUIDELINES FOR HQSH SERVAFION, HOSPITAL INPATIENT,
CONSULATIONS, i DEPARTMENT, NURSING FACILITY,
DOMICILIARY RES# ot ORRUSTODIAL CARE. AND HOME E/M SERVICES:

e The descriptors VI services recognize seven components, six of

The first three of these components (history, examination, and medical decision
making) are considered the key components in selecting a level of E/M services. (See
“Determine the Extent of History Obtained.”)

The next three components (counseling, coordination of care, and the nature of the
presenting problem) are considered contributory factors in the majority of encounters.
Although the first two of these contributory factors are important E/M services, it is not
required that these services be provided at every patient encounter.
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Coordination of care with other physicians, other health care professionals, or agencies
without a patient encounter on that day is reported using the case management codes.

The final component, time, is discussed in detail in section C.

Chief Complaint: A chief complaint is a concise statement describing the symptom,

problem, condition, diagnosis, or other factor that is the reason for the encounter,
usually stated in the patient’s words.

History of Present Illness: A chronological description of
patient’s present illness from the first sign and/or symptom to the present. This includes
a description of location, quality, severity, timing, centext, modi
associated signs and symptoms significantly related to the i
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.....

o 0
4' jury, symp

t a diagnesis being established at the time of the encounter. The E/M codes

- A problem that may not require the presence of the physician, but service is
provided under the physician’s supervision.

Self-limited or Minor - A problem that runs a definite and prescribed course, is transient

in nature, and is not likely to permanently alter health status. OR-has-a-geed-pregnesis
” i .

Low severity - A problem where the risk of morbidity without treatment is low; there
is little to no risk of mortality without treatment; full recovery without functional
impairment is expected.
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Moderate severity - A problem where the risk of morbidity without treatment is
moderate; there is moderate risk of mortality without treatment; uncertain prognosis
OR increased probability of prolonged functional impairment.

High severity - A problem where the risk of morbidity without treatment is high to
extreme; there is a moderate to high risk of mortality without treatment OR high
probability of severe, prolonged functional impairment.

Past History: A review of the patient’s past experiences with illnesses, injuries, and
treatments that includes significant information about:

* Prior major illnesses and injuries;
* Prior operations; \

* Prior hospitalizations;

e Current medications; '
* Allergies (e.g., drug, food);

» Age appropriate immunization status;

» Age appropriate feeding/dietary s%

Family History: A review of me 1 events the patient’s family that includes

A

significant information aba :

» The health status or cause Offeath of parents, siblings and children;

» Specific diseas€s related ¥

o) rob»dentiﬁed in the Chief Complaint or History of
the Present Illiess, and/orEStem eview:

* Dise mil bers avhich may be hereditary or place the patient at risk.

ial History: ge appropriate review of past and current activities that includes
s ant information about:

S{ al status and/or living arrangements;
. nt employment;

* Occ ional history;

* Military history;

* Use of drugs, alcohol, and tobacco;

* Level of education;

* Sexual history;

* Other relevant social factors.

System Review (Review of Systems): An inventory of body systems obtained through
a series of questions seeking to identify signs and/or symptoms that the patient may be
experiencing or has experienced. For the purposes of CPT®, the following elements of
a system review have been identified:
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* Constitutional symptoms (fever, weight loss, etc.);
* Eyes;

* Ears, nose, mouth, throat;

* Cardiovascular;

* Respiratory;

* Gastrointestinal;

* Genitourinary;

* Musculoskeletal;

* Integumentary (skin and/or breast);
* Neurological;

* Psychiatric;

* Endocrine;

* Hematologic/Lymphatic;

* Allergic/Immunologic.

The review of systems helps define the préblem,
identify needed testing, or serves as baseline data.on tems that might be
affected by any possible management options.

nergonoys Adanartmaont coaryrionag ara ftyymioallyy mrAay/1AoaA AN
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INSTRUCTIONS FOR SELECTING A LEVEL OF E/M SERVICE FOR HOSPITAL
OBSERVATION, HOSPITAL INPATIENT, CONSULATIONS, EMERGENCY
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DEPARTMENT, NURSING FACILITY, DOMICILIARY REST HOME, OR
CUSTODIAL CARE, AND HOME E/M SERVICES:

e Review the Level of E/M Service Descriptors and Examples in the Selected Category
or Subcategory: The descriptors for the levels of E/M services recognize seven
components, six of which are used in defining the levels of E/M services. These
components are:

e History;

e Examination;

e Medical decision making;
e Counseling;

Coordination of care;
Nature of presenting problem:
Time.

The first three components (i.e., history, ex@mination, and miedical decision making)
should be considered the key components i if E/M services. An
exception to this rule is in the case o hat consist predominately of counseling or

coordination of care.

gxtended to include a review of a limited number of additional systems:
ot past, family, and/or social history directly related to the patient’s problems.

Compréhensive - Chief complaint; extended history of present illness; review of
systems that is directly related to the problem(s) identified in the history of the present
illness plus a review of all additional body systems: complete past, family. and social

history.

The comprehensive history obtained as part of the preventive medicine E/M service is
not problem-oriented and does not involve a chief complaint or present illness. It does,
however, include a comprehensive system review and comprehensive or interval past,
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family, and social history as well as a comprehensive assessment/history of pertinent
risk factors.

Determine the Extent of Examination Performed: The extent of the examination

performed is dependent on clinical judgment and on the nature of the presenting
problem(s). The levels of E/M services recognize four types of examination that are
defined as follows:

Problem Focused - A limited examination of the affected body area or organ system.

Expanded Problem Focused - A limited examination of the af body area or organ

system and other symptomatic or related organ system(s).

Detailed - An extended examination of the affected body tomatic
or related organ system(s).

plete €xamination of a
rformed as part of the
based on age and risk

Comprehensive - A general multisystem ex
single organ system. Note: The comprehens
preventive medicine E/M service is isyste
factors identified.

For the purposes of these CPT® de owing body areas are recognized:

» Head, including the fa
* Neck;

* Chest, including
* Abdomen;

of these CPT® definitions, the following organ systems are

» Gastrointestinal:

* Genitourinary;
* Musculoskeletal;
* Neurologic;

* Psychiatric;
» Hematologic/Lymphatic/Immunologic.

Determine the Complexity of Medical Decision Making:
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Medical decision making refers to the complexity of establishing a diagnosis and/or
selecting a management option as measured by:

* The number of possible diagnoses and/or the number of management options that
must be considered;

e The amount and/or complexity of medical records, diagnostic tests, and/or other
information that must be obtained, reviewed and analyzed:; and

e The risk of significant complications, morbidity, and/ rtality, as well as
comorbidities, associated with the patient’s presenting proble

procedure(s) and/or the possible management option

decision making, two of the three elements 1
Making, must be met or exceeded.

Number of Type of
Diagnoses or omplications Decision
Management and/or Morbidity Making

Options or Mortality
Minimal Minimal Straightforward
Limited Low Low complexity
Multip Moderate Moderate
complexity
High High complexity

1. For the following categories/subcategories, all of the key components i.e.. history,

examination, and medical decision making, must meet or exceed the stated

requirements to qualify for a particular level of E/M service: initial observation

care; initial hospital care: observation or inpatient hospital care (including

admission and discharge services); office or other outpatient consultations,

inpatient consultations: emergency department services: initial nursing facility

care:; other nursing facility services: domiciliary care, new patient; and home
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services, new patient.

2. For the following categories/subcategories, two of the three key components (i.c.,
history, examination, and medical decision making) must meet or exceed the stated
requirements to qualify for a particular level of E/M services: subsequent
observation care; subsequent hospital care; subsequent nursing facility care;
domiciliary care, established patient; and home services, established patient.

3. When counseling and/or coordination of care dominates (more than 50%) the
encounter with the patient and/or family (face-to-face time n the office or other
outpatient setting or floor/unit time in the hospital or nu, facility), then time
shall be considered the key or controlling factor to qualify fo
E/M _services. This includes time spent with
responsibility for the care of the patient or decision rijéka hey are
family members (e.g., foster parents, person acting in i i

medical record.

F. GUIDELINES FOR OFFICE OR OTHER

or other outpatient services is the number and complexity
hat age addressed at an encounter. Multiple new or established
be ad@ressed at the same time and may affect MDM. Symptoms may
ypecific diagnosis and each symptom is not necessarily a unique

plications and/or morbidity or mortality of patient management. The final
diagnosis for a condition does not, in and of itself, determine the complexity or risk, as
extensive evaluation may be required to reach the conclusion that the signs or
symptoms do not represent a highly morbid condition. Therefore, presenting symptoms
that are unlikely to represent a highly morbid condition may “drive” MDM even when
the ultimate diagnosis is not highly morbid. The evaluation and/or treatment should be
consistent with the likely nature of the condition. Multiple problems of a lower severity
may, in the aggregate, create higher risk due to interaction.
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The term “risk” as used in these definitions relates to risk from the condition. While
condition risk and management risk may often correlate, the risk from the condition is
distinct from the risk of management.

Definitions for the elements of MDM (see Table 2, Levels of Medical Decision
Making) for other office or other outpatient services are:

Problem: A problem is a disease, condition, illness, injury, symptom, sign, finding,
complaint, or other matter addressed at the encounter, with or without a diagnosis being
established at the time of the encounter.

physician reporting the service. Referral wit
or diagnostic study[ies]) or con51de 3 oey not qualify as being

the*presence of the physician, but
ision (see 99211).

e or severity changes (e.g., uncontrolled diabetes and
gingle chronic condition). “Stable” for the purposes of

RN\ is defined by the specific treatment goals for an individual patient.
i Whis or her treatment goal is not stable, even if the condition has
gl there is no short-term threat to life or function. For example, in a

include, well-controlled hypertension, non-insulin-dependent diabetes, cataract, or
benign prostatic hyperplasia.

Acute, uncomplicated illness or injury: A recent or new short-term problem with low
risk of morbidity for which treatment is considered. There is little to no risk of mortality
with treatment, and full recovery without functional impairment is expected. A problem
that is normally self-limited or minor but is not resolving consistent with a definite and
prescribed course is an acute, uncomplicated illness. Examples may include cystitis,
allergic rhinitis, or a simple sprain.
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Chronic illness with exacerbation, progression, or side effects of treatment: A chronic
illness that is acutely worsening, poorly controlled, or progressing with an intent to
control progression and requiring additional supportive care or requiring attention to
treatment for side effects but that does not require consideration of hospital level of
care.

Undiagnosed new problem with uncertain prognosis: A problem in the differential
diagnosis that represents a condition likely to result in a high risk of morbidity without
treatment. An example may be a lump in the breast.

Acute illness with systemic symptoms: An illness that cause emic symptoms and

has a high risk of morbidity without treatment. For systemic gen , such
as fever, body aches, or fatigue in a minor illness that may be t viate
symptoms, shorten the course if illness, or to prevent corik 1nitions
for self-limited or minor problem or acute, uncomplicat . Systemic

of body systems that are not direct inj ghn. the injury is extensive,
or the treatment options are multi ] idtedsWith a risk of morbidity. An

severe exacerbation or proSke of a chronic illness or severe side effects of
treatment that havgs&fe of morbidity and may require hospital level of care.

and acute complicated injury, or a chronic illness or
injury ' progression or side effects of treatment, that poses a
#fion in the near term without treatment. Examples may
_infarction, pulmonary embolus, severe respiratory distress,
smatoid arthritis, psychiatric illness with potential threat to self
pitis, acute renal failure, or an abrupt change in neurologic status.

for diagnosis, evaluation, or treatment. Tests ordered are presumed to be
analyzed when the results are reported. Therefore, when they are ordered during an
encounter, they are counted in that encounter. Tests that are ordered outside of an
encounter may be counted in the encounter in which they are analyzed. In the case of a
recurring_order, each new result may be counted in the encounter in which it is
analyzed. For example, an encounter that includes an order for monthly prothrombin
times would count for one prothrombin time ordered and reviewed. Additional future
results, if analyzed in a subsequent encounter, may be counted as a single test in that
subsequent encounter. Any service for which the professional component is separately
reported by the physician reporting the E/M services is not counted as a data element
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ordered, reviewed, analyzed, or independently interpreted for the purposes of
determining the level of MDM.

Test: Tests are imaging, laboratory, psychometric, or physiologic data. A clinical
laboratory panel (e.g., basic metabolic panel [80047]) is a single test. The
differentiation between single or multiple tests is defined in accordance with the CPT®
code set. For the purposes of data reviewed and analyzed, pulse oximetry is not a test.

Unique: A unique test is defined by the CPT® code set. When multiple results of the
same unique test (e.g.. serial blood glucose values) are compered during an E/M
service, count it as one unique test. Tests that have overlappin ents are not unique,

Combination of Data Elements: A combinatid
a combination of notes reviewed,

Yrequires an interactive exchange. The exchange must be direct
intermediaries (e.g., clinical staff or trainees). Sending chart notes or

synchronous (i.e., does not need to be in person), but it must be initiated and
completed within a short time period (e.g., within a day or two).

Independent historian(s): An individual (e.g., parent, guardian, surrogate, spouse,
witness) who provides a history in addition to a history provided by the patient who is
unable to provide a complete or reliable history (e.g., due to developmental stage,
dementia, or psychosis) or because a confirmatory history is judged to be necessary. In
the case where there may be conflict or poor communication between multiple
historians and more than one historian is needed, the independent historian requirement
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is met. The independent history does not need to be obtained in person but does need
to be obtained directly from the historian providing the independent information.

Independent interpretations: The interpretation of a test for which there is a CPT® code
and an interpretation or report is customary. This does not apply when the physician is
reporting the service or has previously reported the service for the patient. A form of
interpretation should be documented but need not conform to the usual standards of a
complete report for the test.

Appropriate source: For the purpose of the discussion of managengent data element (see
Table 2. levels of Medical Decision Making), an appr te source includes

probability of death may be hi whereas & high ¢hance of a minor, self- hmlted
adverse effect of treatment A_,._m k. Deﬁn ons of risk are based upon the usual
behavior and thought prg e same specialty. Trained clinicians

apply common language u gicanings to terms such as high, medium, low, or

minimal risk and®™ @@ ire quantification for these definitions (though
quantification i evidence-based medicine has established

probabilities). F DM, level of risk is based upon consequences of

patient management criteria applies to the patient
ade by the reporting physician as part of the reported

Social determinants of health: Economic and social conditions that influence the health
of people and communities. Examples may include food or housing insecurity.

Surgery (minor or major, elective, emergency, procedure or patient risk):

Surgery - Minor or Major: The classification of surgery into minor or major is based
on the common meaning of such terms when used by trained clinicians, similar to
the use of the term “risk”. These terms are not defined by a surgical package
classification.

343

The codes listed herein are CPT only copyright 2020 American Medical Association.
All rights reserved.



Surgery — Elective or Emergency: Elective procedures and emergent or urgent
procedures describe the timing of the procedure when the timing is related to the
patient’s condition. An elective procedure is typically planned in advance (e.g.,
scheduled for weeks later), while an emergent procedure is typically performed
immediately or with minimal delay to allow for patient stabilization. Both elective
and emergent procedures may be minor or major procedures.

Surgery — Risk Factors, Patient or Procedure: Risk factors are those that are relevant
to the patient and procedure. Evidence-based risk calculatorsgmay be used. but are
not required, in assessing patient and procedure risk.

Drug therapy requiring intensive monitoring for toxicit nsive
monitoring is a therapeutic agent that has the potential 1dity or
death. The monitoring is performed for assessment of tRese ts and not
primarily for assessment of therapeutic efficac be that which
is generally accepted practice for the agent | C in some cases.
Intensive monitoring may be long-term or shi@sf intensive monitoring
is not performed less than quarterl be performed with a
laboratory test, a physiologic test, g Monitoringtby history or examination
does not qualify. The monitoring affects the 1€Vl in an encounter in which it
is considered in the management of the patient. E&amptes may include monitoring for
cytopenia in the use of an afftHi een dose cycles or the short-term
intensive monitoring of ction in a patient who is undergoing

during insulin thez@Pyviias Fii) ary reason is the therapeutic effect (unless severe
hypoglycemia ij i

function for a pa ic, a 'the frequency does not meet the threshold.
G. INSTRU A LEVEL OF OFFICE OR OTHER OUTPATIENT
E/M S

2. | time for E/M services performed on the date of the encounter.

Medical Decision Making: MDM includes establishing diagnoses, assessing the status

of a condition, and/or selecting a management option. MDM in the office or other
outpatient services codes is defined by three elements:

* The number and complexity of problem(s) that are addressed during the encounter.

* The amount and/or complexity of data to be reviewed and analyzed. These data
include medical records, tests, and/or other information that must be obtained,
ordered, reviewed, and analyzed for the encounter. This includes information
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obtained from multiple sources or interprofessional communications that are not
reported separately and interpretation of tests that are not reported separately.
Ordering a test is included in the category of test result(s) and the review of the test
result is part of the encounter and not a subsequent encounter. Ordering a test may
include those considered, but not selected after shared decision making. For example,
a patient may request diagnostic imaging that is not necessary for their condition and
discussion of the lack of benefit may be required. Alternatively, a test may normally
be performed, but due to the risk for a specific patient it is not ordered. Data are
divided into three categories:

1. Tests, documents, orders or independent histori (Each unique test,

order, or document is counted to meet a threshold nu

2. Independent interpretation of tests.

3. Discussion of management or test ip physician or

appropriate source.

decisions made at the visit, associ 1 i broblem(s), the diagnostic
procedure(s), and/or treatment(s L hggp@Ssible management options
selected and those considered b after 'shared MDM with the patient

hysician is reporting a separate CPT® code that includes interpretation
and/or rPport, the interpretation and/or report should not count toward the MDM when
selecting a level of office or other outpatient services. When the physician is reporting
a separate service for discussion of management with a physician, the discussion is not
counted toward the MDM when selecting a level of office or other outpatient services.

The Levels of Medical Decision Making (MDM) table (Table 2) is a guide to assist in
selecting the level of MDM for reporting an office or other outpatient E/M services
code. The table includes the four levels of MDM (i.e., straightforward, low, moderate,
high) and the three elements of MDM (i.e., number and complexity of problems
addressed at the encounter, amount and/or complexity of data reviewed and analyzed,
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and risk of complications and/or morbidity or mortality of patient management). To

qualify for a particular level of MDM., two of the three elements for that level of MDM

must be met or exceeded. See Table 2: Levels of Medical Decision Making (MDM).

Table 2: Levels of Medical Decision Making (MDM)

Elements of Medical Decision Making

l_s‘[able1
chroniesi

ategory 2: Assessment
requiring an independent
historian(s)

(For the categories of independent
interpretation of tests and
discussion of management or test
interpretation, see moderate or

Code | Level of Number and Amount and/or Complexity of Risk or Complications
MDM Complexity of | Data to be Reviewed and and/or Morbidity or
(Based on | Problems Analyzed Mortality of Patient
2outof3 | Addressed at *Each unique test, order, or
Elements the Encounter | document contributes to the
of MDM combination of 2 or combination
of 3 in Category 1 below
99211 | N/A N/A N/A
99202 | Straightf | Minimal Minimal or more
99212 | orward 1 self-limited ditional diagnostic
or minor testi treatment
problem
99203 | Low Low Low risk of morbidity form
99213 2 or more self- additional diagnostic
limited or testing or treatment
minor documents
problems; bination of 2 from the
or

high)
Moderate Moderate Moderate risk of morbidity
1 or more (Must meet the requirements of at from additional diagnostic
chronic least 1 of the 3 categories) testing or treatment
illnesses with Category 1: Tests, Documents, or | Examples only:
exacerbation, independent historian(s) Prescription drug

progression, or

Any combination of 3 from the

management

side effects

following:

treatment;

or

2 or more
stable, chronic

Review of prior external note(s)
form each unique source*;
Review of the result(s) of each
unique test*;

illnesses;
or

Ordering of each unique test*;
Assessment requiring an
independent historian(s)

Decision regarding minor
surgery with identified
patient or procedure risk
forms

Decision regarding elective
major surgery without
identified patient or
procedure risk factors
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1 undiagnosed | or Diagnosis or treatment
new problem Category 2: Independent significantly limited by social
with uncertain interpretation of tests determinants of health
prognosis; Independent interpretation of a test
or performed by another physician
1 acute illness (not separately reported);
with systemic or
symptoms; Category 3: Discussion of
or management or test
1 acute, interpretation
complicated Discussion of management or test
injury interpretation with external
physician/appropriate source (not
separately reported)
99205 | High High Extensive
99215 1 or more (Must meet the requirement i@
chronic least 2 out of the 3 categorie:
illnesses with
severe
exacerbation,
progression, or toxicity
side effects of Review of prior Yecision regarding elective
treatment; ' i major surgery with identified
or patient or procedure risk
1 acute or factors

Decision regarding
emergency major surgery
poses a threg ! Decision regarding

chronic illness

to life or 04 hospitalization
function egory 2: Independent Decision not to resuscitate or
erpretation of tests to de-escalate care because of

pendent interpretation of a test | poor prognosis

not gcparately reported);

r

ategory 3: Discussion of
management or test
interpretation

Discussion of management or test
interpretation with external
physician/appropriate source (not
separately reported)

H. TIME: For hstructions on using time to select the level of office or other outpatient E/M
services code, see the Time subsection in Item C (Guidelines Common to all E/M

Services).

€l. UNLISTED SERVICE: An E/M service may be provided that is not listed in this section
of CPT® codebook. When reporting such a service, the appropriate unlisted code may be
used to indicate the service, identifying it by “Special Report,” as discussed in item BJ.
The “Unlisted Services” and accompanying codes for the E/M section are as follows:
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99429 Unlisted preventive medicine service
99499 Unlisted evaluation and management service

BJ.SPECIAL REPORT: An unlisted service or one that is unusual, variable, or new may
require a special report demonstrating the medical appropriateness of the service. Pertinent
information should include an adequate definition or description of the nature, extent, and
need for the procedure and the time, effort, and equipment necessary to provide the service.
Additional items that may be included are complexity of symptoms, final diagnosis,
pertinent physical findings, diagnostic and therapeutic procedures, concurrent problems,
and follow-up care. y

EK. CLINICAL EXAMPLES: Clinical examples of the codes for E/M se
to assist in understanding the meaning of the descriptors and selecting
The clinical examples are listed in Appendix C. (AppendM
reprinted in this text.) Each example was developed by the speci

ve different amounts of
using the descriptors

The same problem, when seen by different specialties,
work. Therefore, the appropriate level of encount.

rather than the examples. A

N [2 ON COR
Y
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